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INTRODUCTION 


San  Francisco,  "Everyone's  Favorite  City",  is  a community  of  740,000 
occupying  a forty-four  square  mile  tip  of  a Northern  California  peninsula. 

The  City,  as  it  is  generally  called,  is  the  business,  commercial,  cultural  and 
social  hub  of  nine  counties  with  a population  of  over  3.5  million,  making  it 
the  seventh  largest  metropolitan  area  in  the  country. 

San  Francisco,  founded  as  Yerba  Buena  in  1776,  has  always  occupied 
a prominent  place  in  the  folklore  of  California  and  the  West.  From  the 
Fransiscan  missionaries  to  the  grizzled  49ers  and  from  the  haridans  of  the 
Barbary  Coast  to  the  hippies  and  beatniks  of  today,  San  Francisco  has  become 
part  of  the  nation's  cultural  idiom.  However,  the  City  suffers  from  many  of 
the  signs  of  urban  malaise  of  this  decade:  inter-racial  tensions,  a high 
suicide  rate,  a notable  degree  of  alcoholism  and  recently,  a center  for  the 
use  and  abuse  of  varieties  of  mind  and  mood-altering  drugs.  Although  a 
popular  singer  may  have  "lost  his  heart  in  San  Francisco",  public  health 
statistics  indicate  a greater  number  lose  their  mmas. 

The  history  of  the  Northeast  District  parallels  that  of  the  City  to  a 
remarkable  extent.  This  district,  with  a total  area  of  1622  acres,  or  7.2% 
of  the  entire  City,  contains  119,000  residents  (1960  U.S.  census)  — 16%  of 
the  total  City  population.  Like  the  City,  it  was  once  the  largest  section, 
but  in  ensuing  years,  its  population  has  declined  relative  to  faster  growing 
surrounding  areas;  like  the  City,  it  booms  during  the  day  with  250,000 
transient  commuters  who  fill  the  streets  with  their  cars,  crowd  the  open 
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spaces,  make  use  of  the  facilities  and  then  go  home;  like  the  City,  it  is  the 
goal  of  fun-seekers,  legitimate  kinds  or  otherwise,  who  perhaps  unknowingly 
utilize  the  disruption  to  gain  their  gratification. 

Geographically,  the  Northeast  District  (Census  Tracts  A-l  through  A-23 
and  K-l  through  K-4),  is  bounded  on  the  west  by  Van  Ness  Avenue,  a broad 
commercial  boulevard  ("auto  row");  on  the  south  by  the  industrial  section  of 
the  City  and  on  the  north  and  east  by  San  Francisco  Bay.  It  contains  those 
places  and  views  which  have  become  associated  with  San  Francisco  in  the 
minds  and  eyes  of  others.  It  is  in  this  area  that  we  find  Telegraph  Hill, 
Chinatown,  topless  North  Beach,  Fisherman's  Wharf,  all  the  Cable  Cars,  the 
stylish  shopping  area  and  the  Financial  District  — the  "Wall  Street  of  the 
West".  Here  also  is  the  Tenderloin,  an  area  of  high  drug  traffic  and  pros- 
titution, Skid  Row  — with  the  Bowery,  the  prototype  of  the  alcoholic's  End 
of  the  Road  — and  Polk  Gulch,  the  site  of  an  ever  growing  homosexual  sub- 
culture. The  splendors  of  the  Top  of  the  Mark  are  more  than  matched  less 
than  two  blocks  away  by  the  squalid  poverty  of  the  Chinese  ghetto  ("the 
largest  Chinese  community  outside  of  China"  say  the  travel  folders)  or  the  black 
enclave  of  South  Park.  Portsmouth  Square,  where  Ortega's  crew  first  came 
ashore  in  San  Francisco  and  where  in  1848  Commodore  Stockton  proudly 
planted  the  American  Flag,  is  now  a Filipino  ghetto.  Surrounding  San  Francisco's 
fabulous  restaurants  which  have  given  the  City  so  much  of  its  fame,  are  areas  of 
starvation,  malnutrition  and  disease. 
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As  can  be  seen  by  the  map,  the  District  is  bordered  by,  and  further  sub- 
divided by,  natural  and  man  made  features.  Market  Street,  v ”h  runs  a 
general  northeasterly  to  southwesterly  course,  psychologically  severs  the  lower 
third  of  the  District  from  the  remainder.  It  is  noteworthy  that  until  recently, 
when  Fifth  and  Seventh  Streets  were  extended,  no  street  crossed  Market  Street 
between  Van  Ness  Avenue  and  the  Bay. 

The  South  of  Market  area  has  long  been  associated  with  lower  socio- 
economic groupings  and  has  been  downwardly  mobile  since  the  1906  Fire.  It 
rs  here  that  residents  with  a high  alcoholism  rate  stay  and  in  local  patois  "3rd 
and  Howard"  (an  intersection)  has  a meaning  of  its  own  — i.e..  Skid  Row. 

Also  in  this  area  of  the  District  is  South  Park,  once  the  site  of  fashionable  town- 
houses,  but  now  a deteriorated  black  slum.  Much  of  the  South  of  Market  area 
is  slated  for  alteration  as  part  of  an  Urban  Renewal  Program. 

Northward,  the  natural  features  of  Nob  Hill  and  Russian  Hill  further  tend 
to  divide  the  District,  with  the  Chinese  and  Italian  communities  on  the  northern 
and  western  slopes  and  the  Financial  and  shopping  areas  on  the  eastern.  The 
northern  slopes  are  still  further  divided  by  the  diagonal  coursing  Columbus 
Avenue,  the  Chinese  section  being  to  the  south  of  this,  the  Italian  wedged  in 
between  the  avenue  and  Telegraph  Hill.  The  northern  bay  front  is  now  a 
tourist  mecca  with  Fisherman's  Wharf,  Ghiradelli  Square,  and  Aquatic  Park  — 
all  adding  to  congestion.  However,  Aquatic  Park  is  the  only  place  in  San 
Francisco  where  public  recreational  lands  touch  the  Bay,  and  it  offers  a fine 
spot  for  swimming  and  boating  — if  the  water  were  not  polluted. 
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The  Northeast  District  is  further  distinguished  by  its  almost  complete 
lack  of  amenities  necessary  for  comfortable  and  healthful  living.  In  the 
entire  area  of  the  District  north  of  Market  Street,  there  are  only  three  play- 
grounds, although  there  are  other  open  spaces  such  as  Union  Square,  Ports- 
mouth Square,  Washington  Square.  However,  these  are  in  areas  of  high 
human  and  vehicular  traffic  and  are  unsuitable  for  active  recreation,  other 
than  soliciting.  In  the  South  of  Market  area,  there  are  no  playgrounds, 
although  2058  children  14  years  old  or  younger  live  there.  The  only  public 
swimming  pool  in  the  District  is  located  at  North  Beach  playground  and  is 
practically  inaccessible  to  most  residents. 

There  are  twelve  public  elementary  schools  (K-6),  one  junior  high 
school  (7-9)  and  one  senior  high  school  (10-12)  in  the  Northeast  District. 

The  junior  high  school  is  situated  in  the  extreme  northeastern  part  of  the  area 
and  is  served  by  only  one  bus  line;  the  high  school,  located  in  the  northwestern 
corner  of  the  District,  serves  mainly  Chinatown  and  North  Beach,  children 
from  the  South  of  Market  Street,  at  the  least  more  than  a mile  away.  Many 
of  the  elementary  schools  are  fifty  years  old  or  more,  and  two  have  actually 
been  condemned  though  are  still  in  use. 

Pub  I ic  transportation  traverses  the  District  (see  accompanying  map), 
generally  in  an  East-West  direction,  on  the  way  to  Market  Street.  Only 
three  lines  within  the  area  (the  15-Third,  the  19-Polk  and  the  30-Stockton) 
run  in  a generally  north -south  direction  and  cross  the  Market  Street  barrier. 
Hence  for  a patient  from  Chinatown,  North  Beach,  Telegraph  Hill,  the 
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Tenderloin,  or  South  Park  — all  "high  risk"  areas  — to  get  to  the  San 
Francisco  General  Hospital  at  least  one,  perhaps  two,  transfer  points  are 
required.  During  the  day,  the  450,000  autos  already  in  San  Francisco  have 
90,000  more  added,  thus  further  clogging  the  streets  and  restricting  recrea- 
tion. The  American  Automobile  Association  rates  the  car/ person  and  the 
car/ space  ratios  for  San  Francisco  as  the  most  dense  in  the  nation  or  the 
world . 

Of  all  San  Francisco,  the  Northeastern  slice  will  be  most  affected  by 
the  building  plans  of  the  Redevelopment  Agency  and  private  industry.  One 
of  the  prime  movers  in  this  is  the  two  billion  dollar  Bay  Area  Rapid  Transit 
(BART)  project.  A subway  is  under  construction  beneath  Market  Street  and 
with  this  as  an  axis,  significant  changes  are  contemplated  or  are  in  progress. 
With  BART  a reality,  plans  have  already  been  made  for  further  subway  lines 
to  tie  into  the  existing  BART  lines  (see  map  following).  Land  values  have  sky- 
rocketed along  the  subway  routes  causing  dislocation  of  residents  and  substitu- 
tion of  residential  property  by  commercial  units.  Many  of  the  displaced 
residents  have  moved  into  the  Tenderloin  area,  causing  further  dislocation. 

Contact  with  the  Regional  Coordinators  office  in  the  Department  of 
Housing  and  Urban  Development  reveals  that  whereas  the  local  Redevelopment 
Agency  is  involved  to  a considerable  extent  in  planning  for  changes  in  the 
Northeast  District,  there  are  no  plans  for  inclusion  of  any  portion  of  the 
District  into  the  Model  Cities  program.  In  fact,  contacts  with  that  agency 
revealed  that  there  would  have  to  be  changes  in  the  law  in  order  for  this  part 
of  San  Francisco  to  qualify  under  that  project.  These  officials  did  express 
interest  however  in  the  outline  for  mental  health  care  being  proposed  for  the 
Northeast  District  and  requested  a copy  of  this  proposal. 
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The  Greater  San  Francisco  Chamber  of  Commerce  has  indicated  that  the 


"private  sector"  of  the  City's  economy  intends  to  play  a large  role  in  the 
rehabilitation  of  the  financial  and  shopping  areas.  Three  of  the  nation's 
largest  banks,  including  the  Bank  of  America  - the  world's  largest  — have 
built  new  headquarters  buildings  along  Montgomery  Street  and  a thousand 
foot  skyscraper,  taller  than  any  of  the  City's  hills,  is  also  planned  for  the 
area  around  Portsmouth  Square,  which  now  houses  much  of  the  City's 
Filipino  community. 

For  many  years,  the  thirty-story  Pacific  Telephone  Building  stood  alone 
in  the  South  of  Market  area,  but  in  the  past  two  years,  Standard  Oil  Company 
has  erected  a new  office  structure  in  that  area  and  the  Del  Monte  Packing 
Corporation  is  also  going  to  build  its  world  headquarters  nearby.  With  the 
completion  of  the  BART  subway,  the  lower  end  of  Market  Street,  heretofore 
a sleazy  area  of  pawn  shops,  penny  arcades  and  girlie  magazine  stands  is 
beginning  to  undergo  a revitalization.  Altogether  six  major  buildings,  each 
in  excess  of  $20  million,  have  been  completed  in  the  last  year,and  at  the 
foot  of  Market  Street,  by  the  Ferry  Building,  a $125  million  dollar  complex 
of  office  buildings,  hotels  and  theaters  to  be  called  Embarcadero  Center  is 
under  construction.  The  $30  million  Golden  Gateway  Project  has  completed 
the  first  stage  and  further  construction  of  high  rise  apartments  and  posh  town 
houses  (rental  $750/month)  is  contemplated.  Between  Telegraph  Hill  and  the 
Embarcadero  north  of  Broadway  a $120  million  commercial  and  shopping 
complex  to  be  called  the  International  Market  Center  is  scheduled  for 
completion  by  1970. 


DEFINING  DOWNTOWN 
The  part  of  a city  known  as  its  downtown  is  best 
defined  in  terms  of  certain  activities  or  functions.  In 
most  cases  the  downtown  activities  include  offices, 
retailing,  hotels,  entertainment  and  government, 
serving  the  whole  city  and  usually  having  regional 
and  national  significance  as  well.  Secondary  activi- 
ties will  include  general  or  heavy  commercial  uses 
existing  to  support  the  other  downtown  functions, 
residential  development  of  high  density,  and  often 
certain  concentrations  of  specialized  uses  on  the 
fringes  which  benefit*  from' a close-in  location. 

San  Francisco,  among  American  cities,  is  fortunate 
in  having  unusually  distinct  and  compact  areas 
devoted  to  specific  downtown  functions.  It  is  also 
fortunate  in  the  economic  strength  now  enjoyed  by 
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many  of  these  functional  areas,  especially  the  finan- 
cial and  administrative  office  area  which  holds  a 
prominent  national  position.  A delineation  of  the 
functional  areas  was  made  as  part  of  the  1963 
Downtown  General  Plan,  and  independent  work  of 
the  present  zoning  study  has  borne  out  those  deline- 
ations with  few  exceptions. 

Within  the  broader  area  known  as  downtown  there 
is  a core  area  characterized  by  the  highest  concen- 
trations of  building  space  and  employment,  and 
the  greatest  amounts  of  pedestrian  movement.  This 
concentrated  core,  which  in  San  Francisco  is  made 
up  of  the  main  parts  of  the  office  and  retail  areas 
and  a few  blocks  just  west  of  Union  Square,  has 
the  heaviest  downtown  congestion  and  requires  the 
closest  consideration  in  a zoning  study. 
Topography  has  been  a major  determinant  of  the 
form  taken  by  downtown  San  Francisco,  with  Nob 
Hill,  Telegraph  Hill  and  the  Bay  setting  natural 
boundaries  for  commercial  development  over  the 
years.  The  established  street  pattern  has  also  been 
an  important  influence,  dominated  by  Market 
Street  which  joins  two  essentially  separate  street 
systems,  tending  to  form  a barrier  along  the  south 
side  of  the  core  area. 

Other  parts  of  the  transportation  network  also  help 
to  define  downtown.  Established  patterns  of  transit 
and  highway  service  affect  directions  of  growth  and 
physical  form.  As  these  patterns  change,  they  tend 
to  reshape  downtown.  In  the  present  period  of  tran- 
sit development,  these  facts  have  strong  implica- 
tions for  zoning. 
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THE  FUTURE 


A display  of  faith  in  the  future  stability  and  vitality  of 
retailing  in  San  Francisco  is  evident  in  new  construc- 
tion activity.  Two  of  the  City’s  largest  department 
stores  are  now  building  or  have  plans  on  the  drawing 
board.  Macy’s  is  expanding  with  a $2  million,  seven- 
story  building  at  Union  Square,  scheduled  for  com- 
pletion in  August  of  this  year.  Roos  Atkins,  a few 
blocks  away  on  Market  Street,  will  open  in  1969  an 
eight-story  building  costing  $8  million.  Large  reno- 
vation projects  in  the  downtown  area  include  the  old 
White  House.  Completely  redone  from  top  to  bottom, 
the  first  completed  section  is  already  the  home  of 
several  well  known  New  York  specialty  stores  tfiat 
have  made  the  trip  West. 

Spurring  retail  activity  in  the  Fisherman's  Wharf 
area  is  the  new  $7.5  miliion  Cannery.  Once  the  old 
Del  Monte  Fruit  Cannery,  this  San  Francisco  land- 
mark has  been  turned  into  an  area  of  eating,  drinking 
and  specialty  shops,  as  well  as  an  entertainment 
center. 

Further  expanding  retail  activity  is  the  proposed 
Embarcadero  Center,  which  will  devote  approximately 
30,000  sq.  ft.  to  retail  activity  in  its  five-block  area. 
It  is  estimated  that  2,000  retail  personnel  will  be 
employed  in  the  complex  when  completed. 

World  trade  and  commerce  will  be  enhanced  by 
the  proposed  San  Francisco  International  Market 
Center.  Serving  as  an  advanced  market  complex  for 
buyers,  sellers,  designers  and  manufacturers,  it  will 
house  a home  furnishings  mart,  a mart  for  decorative 
commercial/institutional  contract  furnishings,  an  in- 
ternational trade  mart,  an  apparel'mart,  a transient 
trade  mart,  and  a major  hotel.  The  eight-block  area 
at  the  foot  of  Telegraph  Hill  in  the  City’s  waterfront 
area  is  scheduled  for  completion  in  1970. 

Finally,  Bay  Area  Rapid  Transit  is  well  under  way, 
with  about  $150  million  of  current  construction  ac- 
tivity in  downtown  San  Francisco.  It  is  projected  that 
during  a typical  work  day,  74,600  people  will  pass 
through  BART  gates  in  the  three  downtown  stations, 
with  a significant  percentage  spending  their  dollars 
in  downtown  stores.  The  advanced  transportation 
system  will  piay  an  important  role  in  expanding  retail 
activity  in  San  Francisco. 

From  "San  Francisco  Business"  July  llbfli  a 
Publication  of  the  Greater  San  Francisco 
Chamber  of  Commerce 
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In  Census  Tract  K-2,  a marked  demographic  change  brought  on  by  the 
development  of  the  $50  million  Yerba  Buena  Center  is  in  process.  Land 
parcels  are  being  purchased  by  the  Redevelopment  Agency  and  movement  of 
the  residents  from  within  the  area  is  now  progressing,  with  completion  of 
land  acquisition  scheduled  for  1972.  The  Yerba  Buena  project,  coupled  with 
the  Market  Street  beautification  project  authorized  by  a $29  million  Bond 
Issue  in  1968,  will  create  further  dislocation  because  of  the  vital  increases 
in  property  values  which  will  make  lower  income  residential  units  unfeasible. 
Other  than  for  the  use  of  one  250  room  hotel  for  pensioners,  official  agencies 
have  made  no  plans  for  public  housing  within  any  of  the  areas  to  be  "redevel- 
oped " . 

North  of  Market  Street,  above  the  Tenderloin  area,  a spectacular 
increase  in  hotel  building  is  taking  place.  The  St.  Francis  Hotel  on  Union 
Square  has  announced  plans  to  begin  a 30-story  tower  addition  to  the  already 
existing  700  room  structure  and  another  hotel  of  500  rooms  is  being  planned 
for  the  north  side  of  the  Square.  Similarly,  the  Hilton  Hotel  at  Ellis  and 
Taylor  is  adding  a 1000  room  annex,  this  to  tie  in  with  the  scheduled  Conven- 
tion and  Sports  Arena  in  the  Yerba  Buena  development.  This  thrust,  coupldd 
with  BART,  will  in  ten  years  signal  the  doom  of  the  Tenderloin  area,  which 
probably  will  be  moved  over  to  North  Beach  and  into  the  Fillmore  Street 
sections  of  town. 

From  these  descriptions  and  the  accompanying  maps,  it  can  be  seen  that 
developments  throughout  the  Northeast  District  will  in  time  produce  a marked 
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GROWTH  TRENDS 

Rapid  transit  will  be  a major  determinant  of  the 
directions  of  future  growth.  Office  development, 
continuing  the  surge  of  the  past  ten  years,  will 
further  intensify  in  the  Montgomery  and  California 
Street  areas,  and  will  also  be  pulled  eastward  to- 
ward the  Ferry  Building  and  southward  below 
Market  Street.  Redevelopment  construction  in  the 
Golden  Gateway  will  be  a major  factor  in  this 
movement,  as  well  as  the  Montgomery  Street  and 
Embarcadero  transit  stations. 


Retail  activity  is  expected  to  continue  to  gain 
strength  in  its  present  compact  area,  to  show  new 
vitality  along  Market  Street  and  in  the  blocks 
nearest  the  Powell  Street  station,  and  to  merge 
more  fully  into  the  office  and  hotel  areas  to  the  east 
and  west. 

Major  growth  can  also  be  expected  in  the  case  of 
public  and  private  offices  in  the  Civic  Center  area, 
and  apartments  and  possibly  hotels  on  Nob  Hill. 
The  South  of  Market  area  can  provide  land  for 
several  major  projects.  One,  Yerba  Buena  Center, 
has  already  been  approved;  another,  an  urban  uni- 
versity, has  been  proposed.  Whatever  the  ultimate 
means,  public  policy  will  strongly  favor  new  South 
of  Market  development. 

These  trends  and  others  have  been  taken  into 
account  in  the  zoning  proposals.  Growth  projec- 
tions for  each  type  of  downtown  activity  have  been 
studied,  as  well  as  the  capacity  of  each  section  for 
growth  and  the  impact  of  public  programs.  Devel- 
opment economics  have  also  been  analyzed,  especi- 
ally as  they  are  affected  by  rising  costs  and  new 
technologies,  to  determine  that  the  standards  pro- 
posed will  be  practical.  All  available  plans  for 
buildings  projected  but  not  yet  built  have  been 
studied  in  relation  to  the  proposed  standards. 

Land  values,  which  are  determined  by  diverse  in- 
fluences including  past  development  in  an  area, 
pedestrian  concentrations,  prestige  of  locations, 
assessment  practices  and  individual  development 
expectations,  were  also  consulted.  Such  values  can 
be  an  indication  of  growth  trends,  although  they 
are  rarely  a direct  determinant  of  planning  or  zon: 
ing  policy.  Improvement  of  the  tax  base  is,  of 
course,  of  direct  concern  to  planning,  and  it  is  rec- 
ognized that  the  tax  base  downtown  will  expand  as 
a function  of  total  growth  of  the  area.  It  is  the  j 
maximization  of  total  growth,  therefore,  that  is  to 
be  looked  to,  rather  than  enhancement  of  the  value 
of  any  individual  property' 
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change  in  the  patterns  of  living.  The  bayfront  developments  will  push  the 
remaining  and  uprooted  families  into  a more  dense  core  area.  At  the  same 
time  redevelopment  plans  in  the  Western  Addition  will  by  1977  impinge  on 
Van  Ness  Avenue  blocking  westward  flow.  Farther  south,  the  $31  million 
Butchertown  industrial  development  (Census  tract  K-l  and  K-6)  scheduled 
for  completion  in  1976  will  block  southward  flow.  While  no  one  would 
bemoan  the  destruction  of  the  Tenderloin  area,  plans  now  call  for  its  merely 
moving  away  to  somewhere  else.  Before  this  occurs,  however,  prior  to 
property  values  becoming  confiscatory,  there  should  be  a period  of  increasing 
problems  from  that  section.  What  with  a BART  station  right  in  the  heart  of 
that  area,  every  adolescent  in  the  Bay  Area  is  less  than  thirty  minutes  and 
fifty  cents  away  from  the  "meat  rack". 

Renewal  of  a city  has  further  implications.  Generally,  community 
mental  health  programs  are  designed  with  lower  socio-economic  groupings  in 
mir,d  and  rarely  for  the  upwardly  mobile  populations.  In  other  cities  where 
areas  have  been  redeveloped,  a more  middle  class  population  has  settled  in 
the  area  — in  fact,  much  of  the  thrust  of  such  programs  is  to  attempt  to  stem 
the  flood  of  Caucasian  exodus  to  the  suburbs.  Projections  for  San  Francisco 
(see  appendix)  through  1990  indicate  that  without  an  aggressive  renewal 
program,  the  population  profile  will  be  50%  non-white  and  about  only 
15,000  greater  than  it  is  now  (see  following).  Thus  a program  for  the  North- 
east Mental  Health  District  must  consider  these  projections  and  design  serv- 
ices which  can  meet  the  ethnic,  economic  and  age-group  fluctuations  to  be 
expected  and  still  deal  with  the  current  problems  at  hand. 


Bulletin  No.  6 March  28,  1969 

CHANGING  CITY  - SOARING  COSTS 


Skyrocketing  expenses  for  San  Francisco  city-county  government  and  schools 
were  cited  in  Bureau  Bulletin  No.  5 (March  11,  1969).  This  week  the  Mayor's 
public  hearing  brought  forth  some  views  on  reducing  the  budget  requests  from  the 
$623  million  total.  The  S.F.  Municipal  Conference  and  constituent  organizations 
appeared  requesting  economies  to  avert  a ruinous  tax  increase. 

While  it  can  be  assumed  that  the  Mayor  and  the  Supervisors  can  effect  large 
reductions  in  the  process  of  reviewing  the  budget,  there  are  certain  facts  which 
must  be  faced  squarely  about  rapidly  rising  local  government  expenses.  (1)  The 
population  make-up  of  San  Francisco  is  changing  radically.  There  is  no  longer 
much  point  in  questioning  some  major  cost  increases  because  of  a constant  popu- 
lation total;  the  figure  may  remain  the  same  but  the  composition  is  different. 

(2)  There  is  a growth  in  the  number  of  persons  with  low  or  no  income  who  require 
more  government  services.  (3)  Taxpayers  can  expect  increases  in  the  costs  of 
education,  health  and  welfare. 

Estimates  prepared  by  the  Health  Department  on  the  change  in  the  ethnic 
make-up  of  San  Francisco  show  the  differences  between  I960  and  1968: 

POPULATION  OF  SAN  FRANCISCO  BY  ETHNIC  GROUPS 


U.S.  Census  Estimate 


ETHNIC  GROUP 

I960 

1968 

TOTAL 

740, 316 

748,  700 

White 

604,  403 

547, 400 

Non-white 

135,  913 

201, 300 

Negro 

74,  383 

101, 200 

Chinese 

36,  445 

62, 000 

Japanese 

9,  464 

11, 800 

Filipino 

12,  327 

20, 000 

Other 

3,  294 

6,  300 

Spanish  surname  included  in 

51, 600 

66,  500 

white. 

San  Francisco  has  one  of  the  greatest  concentrations  of  elderly  persons,  the 
most  one  and  two-person  households  and  the  lowest  proportion  of  family  units  of 
any  large  city  in  the  nation.  The  1965  Community  Renewal  report  brought  this 
out.  The  reduction  in  white  population,  57,  000  in  the  past  eight  years,  can  proba- 
bly be  accounted  for  by  the  movement  of  middle-class  families  to  the  suburbs. 

These  population  trends  and  their  accompanying  costs  place  a special  burden 
on  local  officials  to  exercise  the  greatest  administrative  efficiency  and  economy. 
Only  through  consummate  skill  in  public  finance  will  the  emigration  of  middle - 
class  families  be  checked  and  a desirable  population  balance  be  retained. 

52  YEARS  OF  PRIVATE  RESEARCH  IN  THE  PUBLIC  SERVICE 


The  various  subsections  within  the  District  are  more  than  geographical 
entities,  they  are  ethnic  and  social  as  well.  Use  patterns  of  Community 
Mental  Health  Services  facilities  indicate  that  San  Francisco's  Chinese  cit- 
izens rarely  leave  Chinatown  to  seek  health  care,  and  residents  of  the  Tender- 
loin likewise  do  not  leave  their  enclave  until  circumstances  create  an  unten- 
able situation  which  for  the  most  part  is  usually  resolved  by  the  intervention 
of  the  Police  Department. 

In  keeping  with  these  patterns,  it  is  the  intent  of  this  project  to  have 
no  contact  point  further  than  fifteen  minutes  walking  distance  from  high  risk 
population  centers.  Similarly,  all  service  areas  will  be  located  on  or  very 
near  to  major  lines  of  transportation. 

In  conclusion,  it  is  evident  that  this  program  must  be  geared  to  the 
health  needs  of  an  urban  complex  with  emphasis  also  on  evaluation  of  methods 
by  which  these  services  can  be  delivered  with  maximum  effect,  especially  in 
the  area  of  primary  prevention.  Certainly,  if  the  over-all  concept  of  a 
community  mental  health  center  is  to  be  a relevant  one,  it  must  address  itself 
to  the  pathology  of  urban  life. 

San  Francisco's  symbol  is  the  Phoenix  — the  bird  that  rose  from  the 
ashes.  In  1906,  when  the  City  was  severely  damaged  by  the  Fire  and  Earth- 
quake, most  of  the  destruction  took  place  in  the  northeastern  section.  After 
that  catastrophe,  the  area  was  physically  rebuilt.  Once  again  this  area 
faces  a catastrophe  though  this  time  of  the  mind  and  spirit.  It  is  our  hope  that 
the  program  outlined  in  this  application  will  be  the  Phoenix  of  the  Spirit  for 


the  Northeast  District. 
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II  DEVELOPMENT  OF  SERVICES  FOR  NORTHEAST  DISTRICT 


A.  HISTORY  OF  THE  SAN  FRANCISCO  COMMUNITY  MENTAL  HEALTH 
SERVICES 

The  Community  Mental  Health  Services  is  organized  as  one  of  the  three 
divisions  of  the  San  Francisco  Department  of  Public  Health.  The  Community 
Mental  Health  Services  was  created  in  1958  after  the  State  Legislature  had 
passed  the  Community  Mental  Health  Act  of  1957  (Short-Doyle)  which  pro- 
vided for  a 50-50  state-local  matching  funding  plan.  In  subsequent  years, 
these  percentages  have  been  modified  so  that  increases  in  the  State  share 
have  brought  the  ratio  to  90-10  (effective  July  1,  1969). 

Prior  to  the  formation  of  the  Community  Mental  Health  Services,  the 
psychiatric  services  at  the  San  Francisco  General  Hospital  were  the  responsi- 
bility of  the  Administrator  of  the  hospital.  In  1960,  these  functions  as  well 
as  the  Adult  Guidance  Center,  an  outpatient  clinic  primarily  designed  for 
the  treatment  of  alcoholism,  and  the  Child  Psychiatric  Clinic,  which  until  then 
had  been  a division  of  the  Bureau  of  Maternal  and  Child  Health,  were  placed 
under  the  Program  Chief  of  the  Community  Mental  Health  Services.  In  1969 
the  psychiatric  clinic  at  the  Youth  Guidance  Center  (Juvenile  Hall)  and  in 
1968  the  operations  of  the  Bureau  of  Alcoholism  became  part  of  the  Mental 
Health  Services.  In  July  1969,  the  Community  Mental  Health  Services  wil 
be  reorganized  into  five  divisions:  Administration,  Program  Development, 
Mental  Health  Centers,  Specialties  and  Contractual  Services,  (see  diagram 
accompanying.) 

Psychiatric  hospitalization  was  provided  at  San  Francisco  Genera! 

Hospital  from  the  time  it  was  built  in  1915.  The  psychiatric  service,  th 
known  as  the  Detention  Division-  was  housed  in  Ward  R,  per:  of  th 
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hospital  complex.  This  unit,  which  consisted  primarily  of  locked  rooms,  w, 
used  mainly  as  a stepping  stone  on  the  much  travelled  route  to  the  state  hospite 
In  the  mid-thirties  coincident  with  a name  change  to  the  Psychopathic  Divisior 
psychiatric  services  were  moved  across  Twenty-Second  Street  to  Building  90 
This  five-storey  brick  structure  originally  designed  as  a cancer  control  uni 
was  connected  to  the  larger  Building  80  housing  the  pediatric  and  obstetr 
services. 

The  first  floor  of  the  90-building  consisted  of  barred  detention  cells 
a detention  stewards  office  and  a few  professional  office  spaces.  Although 
there  was  a large  Superior  Courtroom,  most  of  the  Court's  sessions  were  con 
ducted  on  the  various  wards  by  the  patient's  bedside  or  in  the  center  of  the 
ward.  There  were  four  wards  in  this  building,  all  maximum  security  each 
with  a capacity  of  twenty-five,  generally  with  average  daily  populations 
exceeding  fifty.  These  wards  again  served  os  spaces  to  process  patients  to 
state  hospitals,  a task  which  was  performed  well . 

In  1952,  by  ballot,  the  citizens  authorized  provision  of  treatment 
services  in  this  unit.  Two  wards,  one  for  men  and  another  for  women,  were 
designated  as  the  Psychiatric  Service,  where  patients  selected  from  the  two 
detention  wards  (renamed  Observation  Wards)  could  receive  inpatient  treat- 
ment up  to  90  days  in  duration.  Staff  consisted  of  a psychiatrist,  a psychiatrn 
social  worker,  a psychologist,  two  intake  workers,  nurses,  aides  and  psychia- 
tric residents  on  rotation  from  the  Langley-Porter  Neuropsychiatric  Institute 

Despite  the  two  treatment  wards,  commitments  to  the  state  hospitals 
remained  one  of  the  highest  in  the  state  until  1966  when  a further  reorganize 
of  the  Psychiatric  Services  occurred.  The  distinction  between  observation  anr 


treatment  wards  was  eliminated  and  short  term  treatment  was  offered  to  all 
patients.  This  modification,  and  the  concern  of  the  Judge  of  the  Superior 
Court  that  insofar  as  possible,  patients  should  be  treated  in  the  community 
rather  than  at  a State  Hospital,  were  important  influences  in  the  subsequent 
decline  of  the  commitment  rate. 

Until  1956  when  the  Board  of  Supervisors  authorized  their  provision, 
there  were  no  public  outpatient  services  for  San  Francisco  residents.  This 
care  was  provided  by  the  outpatient  clinics  of  Stanford  University  and  the 
University  of  California.  Initially  outpatient  treatment  was  limited  to  follow- 
up care  of  patients  discharged  from  the  treatment  wards  and  for  this  function 
the  staff  consisted  of  a psychiatric  social  worker  and  part-time  psychiatric 
residents. 

In  1958  the  outpatient  clinic,  renamed  the  Adult  Psychiatric  Clinic, 
was  moved  from  the  previously  mentioned  detention  cell  area  of  the  first 
floor  of  the  90-Building  to  a remodeled  pediatric  clinic  on  the  first  floor  of 
the  80-Building.  Coincident  with  this  the  staff  was  increased  to  provide  for 
two -and -one -ha  If  psychiatric  positions  as  well  as  additional  social  work  and 
psychologist's  jobs.  By  1966  this  clinic  was  offering  treatment  to  patients 
referred  from  outside  of  the  Community  Mental  Health  Services,  providing 
individual  and  group  psychotherapy,  medication  follow-up  treatment,  and 
also  a Transition  Group  for  patients  released  from  the  inpatient  wards. 

In  1966  two  District  Teams,  each  consisting  of  a psychiatrist,  psychia- 
tric social  worker  and  public  health  nurse,  were  set  up.  One  was  in  the 
Mission  District  and  another  in  the  Northeast  District  These  teams  provideo 
■^formational  and  community  education  services  ->rious  agencies  tF 


and  outside  of  the  Department  of  Public  Healr, 

Prior  to  1961  emergency  services  were  provided  through  the  emergency 
admitting  area  of  the  San  Francisco  General  Hospital  by  psychiatric  residents 
on  rotation.  In  September  of  that  year  the  Immediate  Psychiatric  Aid  and 
Referral  Center  (IMPAC)  was  opened  with  the  objective  of  providing  immediate 
screening  and  evaluation,  mental  health  information,  emergency  one-visit 
psychiatric  treatment  and  referral.  As  the  staff  consisted  of  only  one  part- 
time  psychiatrist,  a psychiatric  social  worker  and  later  a public  health  nurse, 
this  service  was  limited  to  the  daytime  hours  on  weekdays;  the  balance  of  the 
time  emergency  services  continued  to  be  provided  by  the  assigned  psychiatric 
resident. 

In  1966,  coincident  with  enlargement  of  the  staff,  IMPAC  began  screen- 
ing all  requests  for  mental  illness  petitions  as  well  as  providing  screening, 
evaluation  and  admission  services  for  the  wards.  In  March  1967,  in  con- 
junction with  one  of  the  inpatient  wards,  a pilot  approach  toward  "vertical  iza  - 
tion"  of  staff  — e.g.  continuity  of  care  - was  undertaken,  which  was  then 
expanded  to  include  all  of  the  IMPAC  and  inpatient  staff  in  July  1967. 

Each  ward  staff  covered  an  assigned  portion  of  the  intake  day.  Patients 
coming  in  and  seeking  services  during  that  time  became  the  responsibility  of 
the  staff  on  duty  in  the  intake-emergency  area.  As  long  as  the  patient  remained 
active  in  the  Psychiatric  Service,  his  care  would  be  provided  by  that  staff  team, 
irrespective  of  its  method  of  delivery. 

In  July  1968,  the  existing  psychiatric  services  at  San  Francisco  General 
Hospital  were  further  reorganized  into  four  regionalized  Centers,  Lhe  dis- 
tinctions between  Inpatient,  Adult  Psychiatric  Ciinic  and  IMPAC  being 
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eliminated.  Under  this  plan,  each  of  the  four  inpatient  wards  was  to  have 
its  staff  augmented  so  that  patients  taken  into  treatment,  could  be  offered 
comprehensive  mental  health  care.  It  is  anticipated  that  as  these  services 
more  closely  approximate  their  goal  of  functioning  Community  Mental  Health 
Centers,  they  will  become  increasingly  autonomous,  with  coordination  and 
central  administration  and  research  being  effected  by  the  Office  of  the 
Program  Chief.  As  of  this  writing,  these  regionalized  services  do  not  perform 
all  functions  of  Community  Mental  Health  Centers  though  this  format  has  been 
of  assistance  in  orienting  staff  and  program  for  the  eventual  development  of 
further  comprehensive  services. 

Although  all  elements  of  the  Community  Mental  Health  Services  now 
are  committed  to  the  regionalized  catchment  area  method  of  delivery  of 
services,  prior  to  1966-67,  the  main  thrust  in  the  consideration  of  new 
psychiatric  services  envisioned  a central  facility  at  San  Francisco  General 
Hospital . 

Initial  plans  published  in  1964,  in  preparation  for  a Bond  Issue  of 
$33.9  million  to  be  submitted  to  the  voters  in  November  1965,  called  for 
four  mental  health  centers,  each  serving  a portion  of  the  City,  to  be  located 
at  the  Hospital.  In  addition,  there  were  to  be  specialty  services  for  children, 
geriatric  care  and  alcoholism  serving  the  entire  City. 

After  the  Bond  Issue  passed  by  a large  plurality  (77.4%),  plans  for  the 
psychiatric  service  were  reviewed.  During  1966  it  became  evident  that  the 
sentiment  which  previously  had  been  in  favor  of  a large  central  facility  had 
shifted  and  in  October  1968,  a proposal  was  forwarded  that  the  new  hospital 
contain  a complete  mental  health  center  for  the  Mission  District  but  that 


■ 


zr\ ly  "specialized  services"  for  the  Northeast  a a/view  Districts  be  locatec 

there.  The  other  services  to  be  provided  by  rhe  latter  centers  would  be 
located  within  their  respective  districts.  At  that  time  a decision  was  made  the 
facilities  for  the  Sunset  District  were  to  be  placed  at  the  Sunset  District  Health 
Center  and  that  approval  would  be  given  for  the  formation  of  a Consortium  of 
private  agencies  to  provide  services  for  that  District. 

With  this  decision,  the  impetus  was  given  for  each  District  to  develop 
its  services  in  a manner  best  suited  to  the  over-all  characteristics  of  the 
catchment  area.  The  concept  of  a centralized  inpatient  service  at  San  Francisco 
General  Hospital  with  the  remaining  areas  in  an  "ancillary"  role  passed  into 
history.  Thus  the  beginning  steps  to  formulate  a comprehensive  and  coordinated 
mental  health  program  geared  to  the  needs  of  the  Northeast  District  and  culmin- 
ating in  this  application  began. 

B.  HISTORY  OF  THE  DEVELOPMENT  OF  THE  OTHER  PARTICIPANTS 
IN  THE  PARTNERSHIP  FOR  CIVIC  CONCERN  OF  THE  NORTHEAST 
DISTRICT 

(1)  Saint  Francis  Memorial  Hospital:  Established  in  1905,  this 
Hospital  was  subsequently  incorporated  as  a Non-Profit  Association  in  1938. 

It  is  located  at  908  Hyde  Street  and  currently  is  completing  an  expansion 
program  which  will  include  space  for  a new  psychiatric  inpatient  service. 

The  Hospital  is  currently  financed  through  patient's  fees,  endowments  and 
special  gifts. 

(2)  Chinese  Hospital:  This  institution  was  incorporated  as  a Non- 
Profit  Association  in  1923  and  first  received  patients  in  1925.  It  has  always 
been  located  at  835  Jackson  Street,  in  the  upper  center  of  the  Chinese  com- 
munity. Although  supported  by  patients  fees,  endowments  and  United  Bay 
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rea  Crusade  funds,  much  of  the  operating  expense  is  borne  by  the  donations 
of  members  of  the  Chinese  community.  Hence,  inpatient  care  to  those  of 
Chinese  extraction  is  at  a lower  rate  scale  than  for  others,  though  an  excep- 
tion will  be  made  so  that  this  Hospital  can  participate  in  the  projected  North 
east  Mental  Health  Project.  In  February  1969,  the  Hospital  opened  an 
"instant  clinic"  — a walk-in  facility  for  immediate  medical  (exclusive  of 
psychiatric)  care. 

(3)  Telegraph  Hill  Neighborhood  Association:  This  Center  was 
founded  in  1906  and  is  located  at  660  Lombard  Street,  across  from  the  North 
Beach  Playground.  It  provided  individual  and  group  services  to  all  ages 
through  cultural,  social  and  educational  groups,  which  include  ceramics, 
piano  and  English  classes.  In  recent  months,  a meeting  place  for  neighbor- 
hood teenagers  has  been  set  up.  Individual  and  group  counselling  is  an 
integral  part  of  the  services  and  Community  Improvement  Projects  are  organiz 
as  needed.  The  Health  Clinic  offers  outpatient  medical  service  for  children 
and  adults.  Program  includes  general  specialty  and  screening  clinics  (exclud 
ing  psychiatric),  speech  therapy,  corrective  posture  classes  and  medical 
social  services.  Chinese,  Italian  and  Spanish  language  translation  service: 
available  for  clients.  Funds  are  from  fees,  donations  and  grants. 

(4)  Travelers  Aid  Society  of  San  Francisco:  This  branch  was 
founded  in  1914  and  provides  casework  services  by  a professionally  trained 
staff  for  non-residents  and  newcomers  and  to  those  contemplating  movement 
to  other  areas.  Also  provided  are  protective  services  for  youngsters,  women 
and  the  elderly.  Inter-city  casework  and  travel  services  are  available  throu' 

.e  National  Travelers  Aid  Society.  Planning,  evaluation  and  referre! 
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services  are  provided  by  staff  at  the  International  Airport,  the  Greyhound  Bu 
Depot,  the  USO  and  the  Port  of  San  Francisco.  Fund?  are  derived  from  dona 
tions,  endowments  and  fees. 

(5)  Donaldina  Cameron  House:  This  community  center  was  established 
in  1874  and  incorporated  as  a Non-Profit  Association  in  1927.  Located  at 

920  Sacramento  Street,  in  Chinatown,  it  provides  casework  services  to  the 
Chinese  community.  Club,  recreation  and  craft  activities  are  offered  to  boys 
and  girls  of  all  ages  as  are  some  adult  study  and  service  groups  including 
English  and  naturalization  classes.  There  are  child  guidance  services  for 
children  of  non-English  speaking  Chinese  parents. 

(6)  Canon  Kip  Community  House:  This  center  and  its  medical 
clinic  were  founded  in  1894  and  incorporated  as  a Non-Profit  Association  in 
1939.  The  dispensary  provides  facilities  for  minor  surgery  and  medical  care. 

The  group  work  and  recreation  department  offers  arts  and  crafts,  seasonal 
athletics,  gymnasium  and  game  room  activities,  organizational  counselling, 
outings  and  leadership  in  developing  understanding  of  civic  responsibilities 
and  social  amenities.  The  summer  program  for  teenagers  includes  excursions 
and  weekend  camping.  Children  over  four  years  of  age  and  adults  residing 
in  the  District  are  eligible  for  services.  Funds  are  from  donations  and  fees. 

(7)  Haight-Ashbury  Medical  Clinic:  Founded  in  1967  in  response 
to  the  ever  growing  influx  of  drug  related  medical  and  psychiatric  reactions, 
this  Clinic  now  has  programs  of  diagnosis  and  emergency  treatment  in  process. 
Too,  in  cooperation  with  the  University  of  California,  various  programs  of 
research  and  teaching  are  being  undertaken.  The  Medical  Clinic  is  located 
at  580  Clayton  Street,  while  the  Psychiatric  Clinic  is  at  409  Clayton  Street. 


rea  Crusade  funds,  much  of  the  operating  expense  is  borne  by  the  donations 
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Chinese  extraction  is  at  a lower  rate  scale  than  for  others,  though  an  excep- 
tion will  be  made  so  that  this  Hospital  can  participate  in  the  projected  North 
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"instant  clinic"  — a walk-in  facility  for  immediate  medical  (exclusive  of 
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(3)  Telegraph  Hill  Neighborhood  Association:  This  Center  was 
founded  in  1906  and  is  located  at  660  Lombard  Street,  across  from  the  North 
Beach  Playground.  It  provided  individual  and  group  services  to  all  ages 
through  cultural,  social  and  educational  groups,  which  include  ceramics, 
piano  and  English  classes.  In  recent  months,  a meeting  place  for  neighbor- 
hood teenagers  has  been  set  up.  Individual  and  group  counselling  is  an 
integral  part  of  the  services  and  Community  Improvement  Projects  are  organiz 
as  needed.  The  Health  Clinic  offers  outpatient  medical  service  for  children 
and  adults.  Program  includes  general  specialty  and  screening  clinics  (exclud 
ing  psychiatric),  speech  therapy,  corrective  posture  classes  and  medical 
social  services.  Chinese,  Italian  and  Spanish  language  translation  service: 
available  for  clients.  Funds  are  from  fees,  donations  and  grants. 

(4)  Travelers  Aid  Society  of  San  Francisco:  This  branch  was 
founded  in  1914  and  provides  casework  services  by  a professionally  trained 
staff  for  non-residents  and  newcomers  and  to  those  contemplating  movement 
to  other  areas.  Also  provided  are  protective  services  for  youngsters,  women 
and  the  elderly.  Inter-city  casework  and  travel  services  are  available  throur 

e National  Travelers  Aid  Society.  Planning,  evaluation  and  referrcl 


. 


. 


III.  MENTAL  ILLNESS  EXTENT 


In  trying  to  determine  the  extent  of  mental  illness  in  a community,  the 
first  need  is  a definition.  It  is  here  defined  as  those  persons  who  have  come 
to  the  attention  of  the  Community  Mental  Health  Services  in  a given  year  — 
i.e.  those  who  formally  became  "patients"  irrespective  of  the  nature  of  the 
service. 

This  is  of  course  a constricting  definition  as  many  mentally  ill  persons 
never  come  to  the  attention  of  psychiatric  or  other  mental  health  fac  ilities. 
However,  that  is  the  one  category  for  which  there  are  firm  and  consistent 
statistics  from  a detailed  study  done  by  the  Community  Mental  Health  Ser- 
vices of  San  Francisco  in  1967. 

These  data  are  further  supported  by  such  measurements  as  the  incidence 
of  crime  in  the  community,  the  number  and  rate  of  suicides,  comparison  with 
other  areas  in  the  City,  etc. 

Throughout  this  section,  the  term  "Use  Rate"  is  defined  as  the  rate  of 
patients  per  hundred  of  affected  population  using  Community  Mental  Health 
Services  of  San  Francisco  in  1967. 

These  data  are  further  supported  by  such  measurements  as  the  incidence 
of  crime  in  the  community,  the  number  and  rate  of  suicides,  comparison  with 
other  areas  in  the  City,  etc. 

Throughout  this  section,  the  term  "Use  Rate"  is  defined  as  the  rate  of 
patients  per  hundred  of  affected  population  using  Community  Mental  Health 
Services  facilities,  e.g.  the  Use  Rate  in  the  Northeast  District  for  persons  of 
65  years  or  older  is  174/18,300  = 0.95  per  hundred. 


Recently,  this  Clinic  has  joined  with  the  Tenderloin  Committee  to  assist  in 
planning  for  the  Youth  and  Adolescent  Services  for  the  Northeast  Mental  Health 
District.  The  staff  is  almost  all  voluntary  and  funding  is  through  donations 
and  grants. 

(8)  Hospitality  House:  Founded  in  1966  as  a Community  Action  Pro- 
ject of  the  Central  City  Branch  of  the  Economic  Opportunity  Council,  this 
agency  has  provided  recreation  and  referral  to  itinerant  youths  who  are  cur- 
rently involved  in  various  aspects  of  the  Tenderloin  Community.  Although 
most  of  the  clients  are  drug  dependent  and  many  are  overtly  psychotic,  both 
medical  and  psychiatric  programs  are  met  by  referral  outward.  Volunteer 
counsellors,  including  Conscientious  Objectors  placed  there  by  Selevtive 
Service,  perform  guidance  functions  with  the  clients  whenever  possible. 

(9)  Operation  Motivation:  Founded  in  1967,  as  one  of  the  four 
component  parts  of  the  Mission  Rebels  in  Action,  Operation  Motivation  has 
grown  so  that  its  scope  now  encompasses  all  of  San  Francisco.  This  group 
provides  counsellors,  chosen  from  the  various  minority  neighborhoods,  to  high 
schools  and  junior  high  schools  in  San  Francisco.  As  one  of  the  sponsors  of 
the  San  Francisco  Youth  Council,  Operation  Motivation  personnel  have 
contact  with  ethnic  youth  groups  over  the  entire  City.  Programs  encouraging 
ethnic  pride  and  combatting  the  use  of  drugs  amongst  minority  youth  are  now 
in  progress.  Funding  is  through  the  Office  of  Economic  Opportunity. 


. 


The  following  observations  about  the  Northeast  District  patient  profile 
can  be  made: 

(a)  Sex  Distribution 

Compared  to  the  other  Health  Districts,  the  Northeast  District 
has  a disproportionately  high  percentage  of  males  among  its  patients  — 7 out 
of  the  10  patients  coming  from  the  Northeast  District  are  male,  whereas  5 to 
5.5  out  of  ten  patients  in  each  of  the  other  Districts  are  male. 

(b)  Age  Distribution 

Compared  to  the  other  Districts,  the  Northeast  District  has  a 
disproportionately  low  percentage  of  children  and  a disproportionately  high 
percentage  of  adults  amongst  its  patients.  3.5%  of  the  patients  are  children 
in  the  Northeast  District  while  the  percentage  who  are  children  in  each  of 
the  other  districts  ranges  from  1 1 .5%  to  19.6%,  the  highest  percentage  being 
in  the  Bayview  District.  91.5%  of  the  patients  are  adults  in  the  Northeast 
whereas  the  percentage  of  adult  patients  in  the  other  districts  ranges  from 
76.2%  to  86.7%.  The  Northeast  District  had  the  highest  percentage  of 
patients  over  65  years  with  5.8%. 

(c)  Racial  Distribution 

Aside  from  the  highest  percentage  of  "other  non-white"  patients, 
principally  because  of  the  high  oriental  population,  the  Northeast  District 
figures  were  in  the  middle  ranges  compared  to  the  other  Health  Districts. 

(d)  Over-all  Use  rates  of  Mental  Health  Services  (patients/100  pop.) 

The  Use  Rate  for  the  Northeast  District  was  the  highest  of  all  the 


Health  Districts  for  all  services. 


The  table  below  is  a demographic  comparison  of  the  Northeast  District 


with  the  other  four  Health  Districts  in  San  Francisco  referring  to  the  1967 
Community  Mental  Health  Services  statistical  report- 


San 


Francisco 

Northeast 

Mission 

Westside 

Bayview 

Sunset 

Population 

740,316 

119,480 

134,957 

159,993 

143,629 

182,257 

Male 

Percent 

363,424 

49.1 

68,053 

57.0 

65,999 

48.9 

75,692 

47.53 

70,176 

48.9 

83,504 

45.8 

Female 

Percent 

376,892 

50.9 

51,427 

43.0 

68,958 

51.1 

84,301 

52.7 

73,453 

51.1 

98,753 

54.2 

Under  18 
Percent 

181,147 

24.5 

16,305 

13.6 

36,973 

27.4 

32,219 

20.1 

50,674 

35.3 

44,976 

24.7 

18-65 

Percent 

473,546 

64.0 

84,875 

71.0 

83,060 

61.5 

108,720 

68.0 

82,389 

57.4 

114,502 

62.8 

65  & Over 
Percent 

85,623 

11.6 

18,300 

15.3 

14,924 

11.1 

19,054 

11.9 

10,566 

7.4 

22,778 

12.5 

White 

Percent 

604,404 

81.6 

83,763 

70.1 

125,221 

92.8 

113,230 

70.8 

508,603 

75.6 

173,586 

95.2 

Negro 

Percent 

74,383 

10.0 

3,910 

3.3 

5,176 

3.8 

35,086 

21.9 

28,918 

20.1 

1,293 

0.7 

Other 

Percent 

61,350 

8.3 

31,807 

26.6 

4,560 

3.4 

11,677 

7.3 

6,108 

4.3 

7,378 

4.0 

' 
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TABLE  2 


1967  Use  Rates  by  Health  District 


(Number  of  Community  Mental  Health  Services  patients  per  100  population) 
Total 
San 


Francisco 

Northeast 

Mission 

Westside 

Bayview 

Sunset 

Overall  Rate 

2.94 

1.98 

1.90 

1.53 

1.03 

Inpatients 

1.00 

0.62 

0.61 

0.45 

0.32 

Outpatients 

1.93 

1.32 

1.29 

1.08 

0.71 

Male  Patients 

2.39 

3.70 

2.21 

2.20 

1.68 

1.12 

Female  Pts. 

1.51 

1.93 

1.76 

1.64 

1.39 

0.96 

Children(0-18) 

0.86 

0.76 

0.83 

0.97 

0.85 

0.76 

Adults  (l%-65) 

2.59 

3.78 

2.74 

2.43 

2.07 

1.25 

Aged  (65  +) 

0.65 

0.95 

0.61 

0.4 8 

0.61 

0.46 

White 

1.88 

3.54 

1.86 

1.80 

1.94 

1.01 

Negro 

2.93 

7.34 

3.19 

2.59 

2.19 

4.25 

Other 

1.31 

0.80 

3.83 

0.88 

1.87 

0.99 

Source:  Commu 

nity  Mental  Health  Services  Research  Reports  1967 

A ready  measure  of  the  degree  of  mental  illness  — or  the  lack  of  facili- 
ties — is  the  number  of  Inpatients  coming  from  a community.  It  would  be 
expected  that  such  numbers  would  be  higher  in  areas  where  the  population 
is  older,  poorer,  unattached  and  without  many  of  the  amenities  that  promote 
comfortable  living  — i.e.,  playgrounds,  open  spaces,  low  density,  good 
housing . 

The  following  is  the  comparison  of  the  Northeast  District  and  the  total 
City  relative  to  inpatient  admission- 


S.F. 

Northeast  Dist. 

1967 

4022 

1169  - 29.2% 

1968 

3258 

1079  - 33.7% 
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(e)  Male  and  Female  Use  Rates 


Although  Use  Rates  for  males  was  consistently  higher  in  each  of 
the  Health  Districts,  the  highest  rates  for  each  were  in  the  Northeast. 

(f)  Age  Use  Rates 

In  the  city  as  a whole,  the  rates  relative  to  known  cases  of 
mental  illness  in  adults  was  three  times  as  great  as  the  child  morbidity  and 
four  times  as  great  as  that  for  the  aged  group  (65  and  over).  In  the  Northeast 
District,  where  adult  morbidity  was  highest  of  all  districts,  it  was  five  times 
that  of  children.  In  the  district  with  the  lowest  rate,  the  Sunset,  adult  mor- 
bidity was  1 .5  that  of  children.  In  addition  to  the  highest  adult  rates  the 
Northeast  District  had  the  highest  aged  morbidity  of  all  the  districts;  this  was 
the  only  District  in  which  morbidity  of  the  aged  exceeded  that  of  children. 

(g)  Race  Use  Rates 

Negroes  have  a consistently  higher  rate  relative  to  known  cases 
of  mental  illness  than  do  white  or  "other  non-whites".  In  the  Northeast 
District,  the  Negro  Use  Rate  reached  a high  of  7.34  — it  should  be  borne 
in  mind  that  the  Northeast  District  has  the  second  lowest  percentage  of  Negro 
residents  of  any  of  the  Districts  which  makes  the  figure  even  more  remarkable. 
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TABLE  2 


1967  Use  Rates  by  Health  District 


(Number  of  Community  Mental  Health  Services  patients  per  100  population) 
Total 
San 


Francisco 

Northeast 

Mission 

Westside 

Bayview 

Sunset 

Overall  Rate 

2.94 

1.98 

1.90 

1.53 

1.03 

Inpatients 

1.00 

0.62 

0.61 

0.45 

0.32 

Outpatients 

1.93 

1.32 

1.29 

1.08 

0.71 

Male  Patienrs 

2.39 

3.70 

2.21 

2.20 

1.68 

1.12 

Female  Pts. 

1.51 

1.93 

1.76 

1.64 

1.39 

0.96 

Children(0-18) 

0.86 

0.76 

0.83 

0.97 

0.85 

0.76 

Adults  (156-65) 

2.59 

3.78 

2.74 

2.43 

2.07 

1.25 

Aged  (65  +) 

0.65 

0.95 

0.61 

0.48 

0.61 

0.46 

White 

1.88 

3.54 

1.86 

1.80 

1.94 

1.01 

Negro 

2.93 

7.34 

3.19 

2.59 

2.19 

4.25 

Other 

1.31 

0.80 

3.83 

0.88 

1.87 

0.99 

Source:  Community  Mental  Health  Services  Research  Reports  1967 

A ready  measure  of  the  degree  of  mental  illness  — or  the  lack  of  facili- 


ties — is  the  number  of  Inpatients  coming  from  a community.  It  would  be 


expected  that  such  numbers  would  be  higher  in  areas  where  the  population 
is  older,  poorer,  unattached  and  without  many  of  the  amenities  that  promote 
comfortable  living  --  i.e.,  playgrounds,  open  spaces,  low  density,  good 
housing . 

The  following  is  the  comparison  of  the  Northeast  District  and  the  total 
City  relative  to  inpatient  admission: 


S.F. 

Northeast  Dist. 

1967 

4022 

1169  - 29. 26 

1968 

3258 

1079  - 33.758 
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TABLE  3 


PATIENT  PROFILE  OF  NORTHEAST  DISTRICT 
COMPARED  TO  ENTIRE  CITY  AND  OTHER  HEALTH  DISTRICTS 


City 

Northeast 

Mission 

Westside 

Bayview 

Sunset 

1960  Population 

740,316 

119,480 

134,957 

159,993 

143,629 

182,257 

Percent 

100.0 

16.1 

18.2 

21.6 

19.4 

24.6 

CMHS  Patients 

13,311 

3,509 

2,673 

3,047 

2,199 

1,883 

Percent 

100.00 

26.4 

20.1 

22.9 

16.5 

14.1 

Male  Patients 

7,754 

2,516 

1,458 

1,668 

1,178 

934 

Female  Patients 

5,557 

993 

1,215 

1,379 

1,021 

949 

Ratio  M:F 

53:47 

72:28 

55:45 

55:45 

54:46 

49:51 

Age  of  Patients 

Children 

1,419 

124 

307 

314 

430 

344 

Adults 

11,267 

3,211 

2,275 

2,641 

1,705 

1,435 

Aged 

525 

174 

91 

92 

64 

104 

Race  of  Patients 

White 

10,815 

2,969 

2,334 

2,036 

1,451 

1,755 

Negro 

2,049 

287 

165 

908 

634 

55 

Other 

717 

253 

174 

103 

114 

73 

Source:  1067  Community  Mental  Health  Services  Reports 

The  1967  statistical  report  of  the  San  Francisco  Community  Mental 
Health  Services,  reveals  that  while  the  Northeast  District  contains  16.  1% 
of  the  population  of  the  city,  26.4%  of  all  patients  coming  to  Community 
Mental  Health  Services  facilities  resided  in  that  area.  Of  the  total  3509  Northeast 
patients  seen  in  1967  who  used  CMHS  facilities,  124  were  under  eighteen  years 
old , 32 1 1 were  18-65  and  1 74  were  over  65  . 


' 


s 1967,  District  residents  accounts  ^ Jo, 5%  (494  patients)  sei. 
at  the  Immediate  Psychiatric  Aid  Center;  35%  (477)  of  the  patients  of  the 
Center  for  Special  Problems,  which  deals  with  outpatient  alcohol  and  drug 
problems;  40.2%  ( 1 123)  of  the  patients  of  the  Alcoholic  Screening  Unit  at 
San  Francisco  General  Hospital;  17.3%  (75)  of  the  visits  at  the  Adult 
Psychiatric  Clinic;  33.8%  (106)  of  the  patients  referred  to  the  Geriatric 
Screening  Project.  None  of  the  above  facilities  was  located  in  the 
Northeast  District,  so  that  more  than  likely  these  figures  are  lower  than 
actual  rates  of  illness. 


The  following  figures  indicate  the  proportion  of  Northeast  residents 


seen  by  the  Superior  Court: 

Mental  Illness 

Filed  NE%  Committed  NE% 


1964 

1911 

34% 

1439 

41% 

1965 

1673 

37% 

1055 

40% 

1966 

1224 

41% 

470 

45% 

1967 

1027 

47% 

120 

62% 

1968 

581 

53% 

119 

58% 

Inebriate 


Filed 

NE% 

Commited 

NE% 

1685 

74* 

1334 

87% 

475 

89* 

373 

92% 

159 

92* 

15 

98% 

184 

94* 

2 

100% 

17 

98* 

9 

89% 

Source:  Clerk  of  the  Superior  Court 


Of  the  1500  patients  annually  who  go  voluntarily  to  the  Mendocino  State 


Hospital  Alcoholic  Treatment  Program,  over  70%  are  Northeast  District  residents 


Further  evidence  of  the  District's  "high  risk"  potential  is  reflected  by 


figures  received  from  law  enforcement  agencies.  Whereas  in  1968  original 


referrals  to  the  Juvenile  Court  were  at  a rate  of  106/1000  children  for  the 


City  as  a whole,  for  the  Northeast  area,  this  was  176/1000  children.  Commit- 
ments to  the  Youth  Authority  in  1967  were  at  a 267/100,000  children  rate 
compared  with  238/100,000  children  for  the  entire  City. 


COMMUNITY  MENTAL  HEALTH  SERVICES 
SAN  FRANCISCO  DEPARTMENT  OF  PUBLIC  HEALTH 
FISCAL  YEAR  JULY  1,  1965  - JUNE  30,  1966 


tion  1 - Alcohol  and  Drug  Abuse  Patients 


Table  1-A*  - Percentage  of  All  Alcohol  and 


Drug  Abuse  Patients 

Locn ted 

In  r.ach  L 

Ter  1th  Di 

Lstrict 

Health  D: 

strict  s 

1 

2 

3 

5 

Total 

TOTAL  ALL  PATIENTS 

21.1 

24.0 

15.9 

25.4 

13.6 

100.0 

Patients  with  alco- 
hol intoxication 
or  addiction 

23.4 

20.2 

10.3 

38.4 

7.7 

100.0 

Patients  with  drug 
intoxication  or 
addiction 

20.0 

25.4 

13.8 

34,2 

6.5 

100.0 

*Data  based  on  discharges  from  all  public  and  private  CMHS  facilities. 


Table  2-A*  - Percentage  of  All  S.F.  General  Hospital 
Alcohol  and  Drug  Abuse  Patients  Located  In  Each  ‘ealth  District 


Health  Districts 

1 

2 

3 4 

5 

Tota  1 

TOTAL  ALL  PATIENTS 

21.5 

23.4 

15.4  29.7 

10.0 

100.0 

Patients  with  alco 

hoi  intoxication 
or  addiction 

24.4 

19.2 

10.6  38jJ 

7.3 

100.0 

Patients  with  drug 
intoxication  or 
add iction 

20.3 

24.6 

13.6  34.7 

6.8 

100.0 

■ 
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Estimates  in  1969  from  public  health  nurses  and  school  administrators 
covering  seventeen  schools  with  a total  of  10,600  students  (through  the  twelfth 
grade)  indicate  that  approximately  25%  of  the  children  whom  they  see  for  any 
reason  have  overt  psychiatric  symptoms  whereas  less  than  4%  are  receiving 
care.  These  figures  are  most  pronounced  in  the  senior  high  school  which 
serves  the  District. 

Contributing  to  the  high  mental  disease  rates  in  the  area  is  the  degree 
of  the  alcohol  and  drug  abuse  problem.  38%  and  34%  of  the  total  patient 
caseload  respectively  in  1967  was  involved  with  these  conditions.  Observa- 
tions from  the  Central  City  EOC  office  indicate  that  there  are  85-110  heroin 
users  of  the  12-21  age  group  in  the  Tenderloin  alone  and  an  over-all  rate 
of  drug  use  of  some  sort  of  51  l/l 000  persons  in  that  age  group.  This  gains 
further  impact  as  there  is  a turnover  rate  of  about  54%  yearly. 

The  Northeast  Mental  Health  District  is  served  by  three  San  Francisco 
Police  Department  Stations.  Central  Station  covers  most  of  the  area  above 
Market  Street  including  Chinatown.  The  area  between  Leavenworth  Streets 
and  Van  Ness  Avenue  (Census  Tracts  A-2,  A-6,  A -9,  A-10,  A-19,  A-20, 
A-22,  A-23  including  the  Tenderloin)  is  in  the  jurisdiction  of  the  Northern 
Police  Station.  The  Portion  of  the  Northeast  District  South  of  Market  Street, 
"Skid  Row",  is  covered  by  the  Southern  Police  Station. 

The  following  are  the  Reported  Crimes  for  each  of  the  three  police 
stations  for  1967  and  1968  as  well  as  the  total  for  the  City  as  a whole.  The 
source  of  these  figures  is  the  Police  Bureau  of  Criminal  Information.  They 


cover  arrests  within  the  Northeast  District. 


Northern 


11b7 

1 IbS 

Homi ci de 

31 

42 

Forcible  Rape 

75 

SO 

Robbery 

557 

1511 

Akjg.  Assault 

410 

510 

Burglary 

2bl4 

2712 

Grand  Theft 

b 32 

105 

Petit  Theft 

5153 

5071 

Car  Theft 

15b5 

1503 

Simple  Assault 

414 

Sb2 

Forgery 

57 

152 

Bad  Checks 

42 

bl 

Rec-  Stolen  Prop 

ISO 

203 

Sex  Crimes  -Cnot 

rape! 

75 

53 

Carrying  Weapon 

14 

14b 

Drunkeness 

2035 

1573 

Prostitution 

550 

701 

Narcoticsn  Drugs 

547 

b33 

Central  Southern 


1 1b7 

11b5 

lib? 

11b5 

15 

24 

11 

11 

51 

53 

23 

17 

bll 

145 

453 

b2b 

3bl 

411 

253 

251 

2115 

3071 

751 

1032 

13b 

1222 

425 

434 

b244 

b217 

3557 

3075 

1551 

2525 

157 

1010 

b51 

b31 

272 

3b7 

241 

304 

15 

121 

75 

b5 

35 

3b 

135 

13b 

2b0 

250 

121 

it  a 

44 

55 

57 

122 

51 

104 

35b4 

3233 

5735 

5070 

1012 

1051 

b7 

51 

34b 

722 

227 

327 

Generally,  the  increases  and  decreases  in  crimes  in  the  District  tended 


to  parallel  that  in  the  City  as  a whole,  other  than  for  homicide  which  showed 
a 10%  increase  in  the  City  and  a 31%  (amp  in  the  Northeast  and  for  drag  and 
narcotic  offenses  which  showed  a 38%  increase  in  the  City  and  a 50%  increase 


in  the  District.  Oat  of  the  18,000  arrests  far  drankenness  in  San  Francisco  in 
1968,  13,000  of  them  occurred  in  the  Northeast  District. 

With  the  lowest  percentage  of  child  residents  of  any  district  in  San 
Francisco,  the  number  of  known  "patients"  coming  from  the  Northeast  in  the 
under  eighteen  age  group  is  below  the  City  mean.  However,  in  checking  with 
the  Juvenile  Court,  a higher  percentage  of  children  from  the  District  are  wards 


Tot , City 
11b7  11b5 


153  IbS 

1?A  222 

31b4  b311 

334  7 2b17 

lb215  17712 

3343  434b 

P1033  25514 

11151  1454b 

4 Dbb  4151 

bIS  Ibfl 

372  252 

740  fiS5 

134  flflb 

535  715 


401b  5b4fl 


I 


of  the  Court  than  from  other  areas  of  the  City.  The  same  factors  that  contribute 
to  the  high  over -all  rate  of  mental  disorder  figure  here  as  well  e.g.  the  lack 
of  amenities,  a higher  divorce  rate  than  for  the  City  as  a whole.  Another 
factor  relates  to  the  mobility  of  the  population.  In  Chinatown  many  persons 
do  not  leave  the  immediate  area  for  health  care  and  as  CMHS  facilities  are 


all  outside  of  the  District,  other  agencies  --  those 


participating  in  this 


Section  II  - Child  and  Aged  Patients 


Table  3*  - Number  of  Child  and  Aged  Patients 
Located  In  Each  Health  District 


Health 

Districts 

Unknown 
Health 
District 
or  Non- 
Res  ident 

Grand 
Tota  1 

1 

2 

3 

4 

N* 

5 

Total 

TOTAL  ALL  PATIENTS 

2,673 

3,047 

2,199 

3.5aa. 

1,883 

13,311 

2 ,672 

15,98: 

Child  Patients 

307 

314 

430 

114 

344 

1,519 

121 

1 ,64( 

Aged  Patients 

91 

92 

64 

174 

104 

525 

84 

60f 

Table  3-A*  - Percentage  of  All  Child  and  Aged  Patients 


Located  In  Each  Health  District 


Health 

Districts 

1 

2 

__  3 

2TF~ 

5 

Total 

TOTAL  ALL  PATIENTS 

20.1 

22.9 

16.5 

26.4 

14.1 

100.0 

Child  Patients 

20.2 

20.7 

28.3 

BJ. 

22.6 

100.0 

Aged  Patients 

17.3 

17.5 

12.2 

33.2 

19.8 

100.0 

Table  3-B*  - Percentage  of  Each  Health  District's 
CMHS  Patients  Who  Are  Child  and  Aged  Patients 


Health  Districts 

Unknown 
Hea ith 
, District 

Grand 
Tota  1 

1 

2 

3 J# 

5 

Tota  1 

or  Non- 
Resident 

TOTAL  ALL  PATIENTS 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

Child  Patients 

11.5 

10.3 

19.6 

3.5 

18.3 

11.4 

4.5 

10.3 

Aged  Patients 

3.4 

3.0 

2.9 

5JD 

5.5 

3.9 

3.1 

3.8 

*Data  based  on  all  patients  served  (beginning  caseload  plus  admissions)  in  all 
public  and  private  CMHS  facilities. 
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Table  4*  - Number  of  S.F.  General  Hospital  Child  and  Aged 


Patients  Located  In  Each  Health  District 


Health  Districts 

Unknown 

Health 

District 

Grand 

1 

2 

3 

4 

ut 

5 

Total 

or  Non- 
Resident 

Total 

TOTAL  ALL  PATIENTS 

1,578 

1,730 

1,247 

2.292 

884 

7,731 

1,395 

9,126 

Child  Patients 

16 

16 

18 

11 

8 

75 

11 

86 

Aged  Patients 

76 

73 

55 

138 

74 

416 

59 

475 

Table  4-A*  - Percentage  of  All  S.F.  General  Hospital 
Child  and  Aged  Patients  Located  In  Each  Health  District 


Health  Districts 

Tota  1 

1 

2 

3 

4 Ft/ 

5 

TOTAL  ALL  PATIENTS 

20.4 

22.4 

16.1 

29.6 

11.4 

100.0 

Child  Patients 

21.3 

21.3 

24.0 

22  J 

10.7 

100.0 

Aged  Patients 

18.3 

17.5 

13.2 

11-2 

17.8 

100.0 

Table  4-B*  - Percentage  of  Each  Health  District's 


S.F.  General  Hospital  Patients  Who  Are  Child  and  Aged  Patients 


Health 

Districts 

Unknown 
Health 
District 
or  Non- 
Resident 

Grand 

Total 

1 

2 

3 

4 

)!(’,  . 

5 

Total 

TOTAL  ALL  PATIENTS 

100.0 

100.0 

100.0 

100.0  _ 

100.0 

100.0 

100.0 

100.0 

Child  Patients 

1.0 

0.9 

1.4 

0.7 

0.9 

1.0 

0.8 

0.9 

Aged  Patients 

4.8 

4.2 

4.4 

6^0 

8.4 

5.4 

4.2 

5.2 

*Data  based  on  all  patients  served  (beginning  caseload  plus  admissions)  in  the 
four  public  CMHS  facilities  located  at  the  San  Francisco  General  Hospital. 


application  — are  more  likely  to  come  in  contact  with  disturbed  children 
and  their  families. 

Because  of  its  flat  topography  and  surfeit  of  cheap  hotels,  the 
Northeast  District  has  a higher  percentage  of  persons  over  65  — those 
generally  on  a fixed  income,  usually  O.A.S.  Over  half  the  persons  over 
65  in  San  Francisco  make  their  home  in  the  Northeast  so  that  the  fact  that 
33%  of  CMHS  patients  over  65  come  from  this  area  is  no  surprise.  Also, 
the  elderly  living  in  this  area  are  usually  the  unattached  persons,  this  too 
leading  to  a greater  need  for  institutionalization.  However,  the  number 
of  elderly  persons  who  are  committed  to  state  hospitals  has  dropped  from  300 
in  1965  to  12  in  1967  because  of  aggressive  placement  services  by  the 
Geriatric  Screening  Unit. 

Another  dubious  distinction  enjoyed  by  San  Francisco  is  that  of 
Suicide  Capitol  of  the  United  States.  As  can  be  seen  on  the  accompanying 
table,  the  rate  for  the  entire  City  is  three  times  that  of  the  country  as  a 
whole  and  twice  that  of  the  State. 

A study  done  by  the  Chinatown  Reconnaissance  Group  in  1968  revealed 
marked  fluctuations  in  the  rate  of  suicide  in  persons  of  Chinese  ancestry,  at 
times  reaching  a high  of  67/100,000  in  1954  which  was  almost  seven  times 
the  national  rate.  In  looking  at  the  chart,  it  appears  that  high  rates  coin- 
cided with  deteriorating  relationships  between  the  U.S.  and  mainland  China, 
e.g.  1954  - Viet  Nam,  1956  - Quemoy,  1960  - Quemoy,  1966  - the  Red 
Guard  rampages,  etc.  However,  considering  the  over-all  status  of  Chinatown, 
the  high  density  of  persons  — approaching  885  per  acre  in  scattered  blocks  — 
a density  of  409,000  per  square  mile  compared  to  17,000  for  the  City  and 
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22,000  for  Manhattan  Island  — a suicide  rate  with  these  fluctuations  is  not 
surprising. 

Unfortunately,  there  are  no  comparable  figures  for  the  remainder  of  the 
District  (Central  City),  a section  of  high  drug  and  alcohol  abuse  so  that 
perhaps  whatever  self-destructive  impulses  these  residents  have,  another 
outlet  is  being  sought. 

In  the  area  of  physical  illness,  1968  figures  from  the  Department  of 
Public  Health  reveals  that  the  Northeast  Health  District  (same  geographical 
boundries  as  the  Northeast  Mental  Health  District)  accounted  for  21%  of  the 
reported  cases  of  gonorrhea  and  27%  of  the  reported  cases  of  primary  syphillis 
in  San  Francisco. 

In  1968,  the  Northeast  Health  District  accounted  for  34%  of  the 
reported  cases  of  tuberculosis  in  San  Francisco;  in  1967  this  was  36%.  Rates 
per  100,000  people  showed  the  Northeast  to  have  a disease  rate  of  129.6 
(San  Francisco  -51.5)  in  1968  and  126.5  (San  Francisco  -54.6)  in  1967. 

Five  Census  Tracts  had  rates  above  300/100,000  — A -13,  A -17,  A -22,  K-2, 
K-3. 

The  above  figures  are  cited  to  underline  the  nature  and  extent  of  the 
total  health  care  needed  for  this  community. 

A great  factor  in  these  high  rates  of  mental  illness  is  that  there  are 
few  mental  health  facilities  available  to  Northeast  residents  within  the  com- 
munity. Furthermore,  for  only  a minority  is  there  any  direct  public  transporta 
tion  to  the  San  Francisco  General  Hospital.  This,  coupled  with  the  character 
istics  of  certain  ethnic  groups  rarely  to  stray  outside  of  their  immediate  areas 
generally  results  in  intervention  only  when  institutionalization  of  one  kind 
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Comparison  of  Suicidal  Rates  of  the  Chinese  in  S.F.  to  the  Overall  Rates  for  the 
City  and  the  Nation. 


Table  # Is 


Year  No. 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 


Suicidal  Rates 

of  the  Chinese 

in  San  Francisco. 

Chinese 

Overall  for  City 

of  Suicides 

Rate/ 100, 000 

Rate/ 100, 000 

17 

67.6 

25.4 

7 

23.3 

24.4 

18 

59.0 

25.0 

14 

45.2 

25.0 

11 

34.4 

25.0 

2 

6.2 

24.5 

12 

32.9 

29.7 

8 

21.5 

28.8 

5 

13.3 

31.4 

17 

41.7 

30.3 

8 

18.9 

27.9 

10 

23.5 

27.4 

15 

35.0 

33.8 

8 

16.8 

29.2 

28.0 

30.0 

Mean 


or  another  is  imminent.  Hence  it  could  be  expected  that  when  mental 
health  professionals  and  related  personnel  are  readily  available,  with  appro- 
priate back-up  facilities  and  a true  program  of  primary  prevention,  these  high 
figures  would  be  reduced. 


IV.  DEMOGRAPHIC  DATA 


1 . Characteristics  of  the  population  by  age  groupings; 


S.F. 

Northeast  Dist. 

Total  Pop. 

740,316 

119,480 

Under  18 

181,147 

16,305 

Percent 

24.5* 

13.6* 

18  thru  65 

473,546 

84,875 

Percent 

64.0* 

71.0* 

65  and  Over 

85,623 

18,300 

Percent 

11.6* 

15.3* 

Median  Age 

36.2 

42.6 

Fertility  Rate 

344.6 

336.4 

(number  of 

children  under  5 yrs.  per 

1000  women  15-49) 

Characteristics  of  the  population  by  sex 

groupings: 

S.F. 

Northeast  Dist. 

Total  Pop. 

740,316 

119,480 

Males 

363,424 

68,053 

Percent 

49.1* 

57.0* 

Females 

376,892 

51,427 

Percent 

50.9* 

43.0* 

3 . Characteristics  of  the  population  by  marital  status: 


S.F. 

Total  14+  yrs 

Males  287,925 

Females  303,222 

Single 

Males  91,908  - 31.9% 

Females  68,837  - 22.7$ 

Married 

Males  167,558  - 52.2* 

Females  163,940  - 54»1$ 

Separated 

Males  5,881  - 2.0*  * 

Females  7,271  - 2.4$  * 

Widowed 

Males  12,846  - 4.5$ 

Females  48,301  - 15.9$ 

Divorced 

Males  15,613  - 5.4$ 

Females  22,144  - 7.8* 


* percentage  of  total  married  persons 
4.  Economic  Characteristics  of  the  Population: 


(a)  Income: 


S.F. 

Median  Income  $6717 
Below  $4000  45$ 

Census  Tract  A -2  has  the  highest  median 


Northeast  Dist. 


60,724 

44,632 


28,133  - 46. 
13,318  - 29. 


23,554  - 38.7$ 
18,101  - 40.6$ 


2,236  - 2.4* 

1,001  - 1.1* 


3,706  - 6.1* 
8,477  - 19.0* 


5,504  - 9.1$ 
4,736  - 10.6$ 


Northeast  Dist. 


$5728 

28$ 

income  in  the 


District  - $10,037  whereas  Census  Tract  K-2  has  the  lowest  - $3459. 


' 
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(b)  Employment-; 


S.F. 

Northeast  Dist. 

Males  14+  in  LF 

79* 

76* 

Females  14+  in  LF 

47* 

57* 

Unemployment  Rate 

4.2* 

8.6* 

Type  of  Job 
Professional 

23.1* 

21.7* 

Clerical 

20.0* 

26.8* 

Other 

56.9* 

51.5* 

Census  Tract  A-2  has  the  highest  Professional/Clerical  ratio  - 
50/27;  Census  Tract  K-4  has  the  lowest  -5/10. 

(c)  Housing: 


S.F. 

Northeast  Dist. 

Total  Units 

310,559 

67,065 

Single 

Family 

110,236  - 

- 35* 

2,877 

- 4.2* 

Mult. 

Family 

200,323  - 

- 65* 

64,188 

-95.8* 

Owner 

• Occ. 

84,337  - 

- 28.9* 

3,955 

- 5.9* 

Renter 

Occ . 

189,834  - 

- 71.1* 

63,110 

- 94.1* 

Median  Rental 

$73 

$60 

Mobility 

Moved  in  1958  to  1960 


Moved  in  before  1940 

110,312 

- 37.8* 

30,735  -46.3* 

P ersons/household 
Condition 

33,690 

2.4 

- 11.5* 

5,554  - 8.4* 
1.8 

Sound 

Substandard 

81* 

71* 

No  inside  Plumbing 

9* 

12* 

Deteriorated 

8* 

14* 

Dilapidated 

2* 

3* 

Census  Tract  A-13  has  the  highest  percentage  of  dilapidated 
housing  - 13%  whereas  A-2  and  A-8  have  0%.  Tract  A-2  has  the  highest 
median  rental  - $137  while  A-13,  only  six  blocks  away,  has  a median 
rental  of  $41,  the  lowest  in  the  District. 


(d)  Land  Use: 


S.F. 

Northeast  D I st . 

Area  (acres) 

22,601 

1,622 

Population 

740,316 

119,480 

Density  per  acre 

32.1 

73.8 

Use  of  Land 

Residential 

40$ 

19$ 

Commercial 

7$ 

29$ 

Industrial 

6$ 

28$ 

Utilities 

4$ 

9$ 

Institutional 

2$ 

2$ 

Churches 

0.5$ 

0.4$ 

Priv.  Schools 

0.6$ 

0.2$ 

Other 

0.9$ 

1.4$ 

Public  Use 

29$ 

10$ 

Recreation 

13$ 

3$ 

Schools 

3$ 

1$ 

Civic 

13$ 

6$ 

Private  Recreation 

2$ 

1$ 

Vacant 

10$ 

2$ 

Source: 

Land  Use  in  San  Francisco 

San  Francisco  Planning  Commission  1964 
The  density  of  the  District  varies  from  209  persons  per  acre  in  A - i 3 -- 
taking  into  consideration  secondary  rentals  it  goes  up  to  885/acre  in  this 
area  — to  9 persons  per  acre  in  K-3.  In  Census  Tract  A-7,  82%  of  the 
acreage  is  used  for  residential  purposes;  in  K-l  this  drops  to  1.7%.  1.5r  of 

the  total  land  used  in  San  Francisco  is  devoted  to  Public  Housing  --  329  acres, 
in  the  Northeast  District,  0.4%  of  the  acreage  is  Public  Housing  — 8 acres, 
located  in  A-l  (over  half),  A-6,  A-13  and  A-14.  There  is  no  Public  Housing 
i n the  South  of  Market  area  (K  1 -4) . 


' 


Northeast  Dist. 


Educational  Characteristics  of  the  Population: 
S.F. 


Total  Pop.  5-18 

136,173 

10,977 

School  enrollment 

91,564 

10,639 

Elementary 

74,422 

7,776 

High  School 

17,442 

2,863 

Median  Years 

12.2* 

10.5* 

Any  Col  lege 

25* 

28* 

4+  Years  Col  lege 

11* 

11* 

Census  Tract  A-14  has  the  lowest  median  grade  -7.2  years.  The 
Chinatown  area  as  a whole  (A-3  thru  A — 1 1 & A-13  to  A-16)  has  a median 
of  9.7  years,  whereas  the  Tenderloin  area  (A-18  thru  A-23)  has  a median 
grade  completed  of  11.9  years,  or  practically  that  of  the  City  as  a whole. 

Over  50%  of  the  residents  in  A-2  have  had  or  have  completed  college. None  of  the  Census 
Tracts  south  of  Market  Street  approach  the  District  median,  ranging  from 
7.  1 to  10.  1 years  of  schooling. 

6.  Number  and  Category  of  Public  Assistance  Recipients: 

The  total  number  of  public  assistance  recipients  of  all  kinds  in  San 
Francisco  was  26,329  in  1963,  which  averaged  to  2.5/100  persons.  Relative 
to  Social  Security  (O.A.S.),  four  Census  Tracts  in  the  Northeast  District, 

K-2,  A -21,  A -22,  A-23,  had  ranges  of  13-16/100;  these  four  tracts  have  a 
median  age  60,  49,  55,  and  42  years  respectively.  In  Census  Tracts  A-18 
through  A-23  a total  of  2067,  or  about  8%  of  the  City  total,  is  receiving 
public  assistance.  The  three  "core  1 Chinatown  Census  Tracts  (A-13  through 
A-15)  fall  within  or  beiow  the  over  -a 1 ! u-erage  for  all  types  of  public 


assistance. 


. 


7. 


Characteristics  Relative  to  Ethnic  Factors  and  Origin: 


(a)  Racial  Characteristics 


S.F. 


Northeast  Dist. 


Total  population 
White 
Negro 

Oriental  ( "other") 


740,316 

604,404  - 81.6* 
74,383  - 10.0* 
61,530  - 8.3* 


119,480 

83,763  - 70.1* 
3,910  - 3.3* 
31,807  - 26.6* 


There  are  three  Census  Tracts  — A-13,  A-14,  A-15  — which 


are  over  95%  oriental  and  another  five  — A -5,  A -6,  A -7,  A -9  and  A-16  -- 


in  which  the  population  was  50-95%  oriental.  The  rate  of  immigration  from 
China,  which  has  been  rising  each  year,  was  estimated  at  6700  in  1968  so 
that  the  percentages  of  orientals  in  the  Northeast  District  will  continue  to 
rise  in  the  coming  years. 


(b)  Nativity: 


S.F. 


Northeast  Dist. 


Total,  foreign  born 
Total  Chinese 
Total  Filipino 
Spanish  Surname 
Foreign  Stock 
Ital  ian 
Mexican 

Source:  1960  U.S.  Census 


142,531  - 19.3* 
36,445  - 4.9* 

12,237  - 1.7* 

33,000  - 4.4* 
321,802  - 43.4* 
a, 089  - 12.8* 
16,451  - 51.* 


31,423  - 26.3* 
31,80°  - 26.6* 

7,542  - 6.3* 
4,565  - 3.8* 
57,031  - 47.5* 
7,165  - 12.6* 
1,836  - 3.2* 


Census  Tracts  A -3  and  A -4  contain  3100,  or  almost  43%  of  the 


D istrict  total . Tracts  K-2,  K -3  and  K -4  contain  1082  or  56%  of  the  District's 
1836  population  of  Mexican  stock.  (*)  The  term  "foreign  stock"  means  having 
at  least  one  parent  not  native  born.  56.  1%  of  the  total  residents  of  foreign 
stock  are  of  Chinese  ancestry  in  the  Northeast  District,  as  compared  with  II  .5% 
of  those  of  foreign  stock  in  the  City  overall . 


FORM  APPROVED 

BUDGET  BUREAU  NO.  68-R93I 


OPTIONAL  WORKSHEET  TO  ACCOMPANY 
APPLICATION  FOR  STAFFING  GRANT,  NIH-93I 

COMMUNITY  MENTAL  HEALTH  CENTER  #4  Northeast 


PART  I 

1.  legal  name  of  applicant  Community  Mental  Health  Services 

Department  of  Public  Health 

T.  ADDREsT  OF  APPLICANT  (Street,  City,  County,  StatT}  101  GrOVe  Street 

San  Francisco-.  California  T4102 


5.  IDENTIFICATION  OF 
AREA  TO  BE  SERVED 
BY  THE  CENTER. 

a • 

Priority  area  defined  in  State 

No.  23 

construction  plan  in  which  servi 

ce  is  located! 

b. 

Census  tracts,  counties  or  minor  civil  divisions  on  the  basis  of  which  census  data  is  available"! 

A 1 thru  23i  K 1 thru  4 (Oatchment  Area  #43) 

(attach  map) 

c. 

Total  Population  in  I96O1 

nil  460 

Estimated  population  at  time  of 
applicatir 

103,300 

Estimated  population  5 years 
from  date  of  application! 

135-1000 

♦12/68  est.  pop. -J. Barr,  State  H.  D. part  ii  **¥ . _ Hollnan,  State  Dept,  of  Finance 


The  following  lists  show  in  detail  the  kinds  of  informa- 
tion upon  which  a sound  community  plan  for  mental  health 
services  can  be  constructed,  as  required  by  Part  II  of 
the  application  form.  All  available  data  on  these  points 
will  enable  applicants  to  plan  a more  effective  program. 
Even  if  objective  data  is  unobtainable,  it  is  desirable 


to  establish  a consensus  of  informed  opinion  in  the  com- 
munity on  each  of  these  dimensions  of  community  life  and 
make  its  program  responsive  to  the  needs  disclosed. 

The  sources  of  all  numerical  date  given  by  the  applicant 
should  be  indicated,  if  the  applicant  uses  this  worksheet 


A.  Description  of  the  population  of  the  community  to  be  served. 

1.  Characteristics  of  the  population  by  age  groupings 

2.  Economic  characteristics  of  the  population 

3.  Educational  characteristics  of  the  population 

4.  Marital  status  of  population 

5.  Number  and  categories  of  public  assistance  recipients 

6.  Housing 

7.  Recent  changes  in  the  size  and  characteristics  of  the 
population  due  to  changes  in  the  economy  of  the  com- 
munity or  other  factors 

8.  Major  cultural,  linguistic  and  socio-economic  subgroups 
of  the  population  having  characteristics  substantially 
different  from  the  population  as  a whole  (such  groups 
may  require  special  methods  for  the  delivery  of  mental 
health  services). 

B.  The  extent  of  mental  illness  in  the  community,  estimated  on 

the  basis  of  the  best  information  available  to  the  applicant. 

1.  Characteristics  of  persons  in  treatment  with  a primary 
diagnosis  of  mental  disorder  in  the  most  recent  two  years 

2.  Characteristics  of  persons  who  would  have  been  referred 
for  community  mental  health  services  had  such  services 
been  available 

3.  Extent  of  mental  health-related  problems  in  the  community 
such  as  alcoholism,  drug  abuse,  mental  retardation,  juve- 
nile delinquency,  and  educational  or  vocational  handicaps 


(8uppl*Mnt)  ♦♦Includes  expected  change  in  catchment  area, 


■ 


PART  III 


Much  information  relevant  to  topics  listed  in 
Part  I of  this  worksheet  is  available  from  cen- 
sus data. 

The  following  tables  follow  closely  the  format 
of  portions  of  tables  appearing  in  i960  census 
tract  data  publi shed  by  the  United  States  Depart- 
ment of  Commerce  for  standard  metropolitan  sta- 
tistical areas.  If  such  data  are  publi shed- for 
the  area  which  the  applicant  proposes  to  serve, 
the  applicant  may  obtain  useful  information  for 
planning  community  mental  health  services  by 
tabulating  this  data  for  all  of  the  census  tracts 
included  in  its  catchment  area. 

If  the  catchment  area  is  not  part  of  a standard 
metropolitan  statistical  area  for  which  these 


data  are  published,  the  applicant  can  purchase 
these  data  at  a modest  cost.  They  are  contained 
in  minor  civil  division  tables,  PH  1,  3»  4 8. 

These  tables  are  available  through!  Chief,  Pop- 
ulation Division,  Bureau  of  the  Census,  Depart- 
ment of  Commerce,  Washington,  D.  C.  Applicants 
which  are  applying  concurrently  for  construction 
and  staffing  assistance  should  note  that  the  in- 
formation compiled  in  completing  the  following 
tables  is  responsi  ve  to  the  requests  for  i nf 01 — 
mation  appearing  in  blocks  (2)  through  (9)  of 
item  19  (B)  of  the  application  for  project  con- 
struction, Part  I,  "supplemental  project  infor- 
mation for  community  mental  health  centers" 
(Form  PHS-62-5).  Copies  of  this  appendix  may 
accordingly  be  attached  to  construction  appli- 
cations in  responding  to  those  requests. 


I960  CENSUS  TRACT  DATA 

SOURCE!  U.S.  Census  of  Population  and  Housing,  i960 


CENSUS 

TRACTS 

TOTAL  POPULATION! 

m.4ao 

TABLE 

White! 

a3.7b3 

70.11* 

P-1 

Negroi 

^3.1107 

-id  n a.. 

Other  Racesi 

3i.ao7 ; 

Unrelated  Individuals!. 

bD.DQ4  . 

Age  Groups 

Male 

Female 

TOTAL  . . 

b a . 05  3 

51.427 

Under  5 years 

3.731“ 

2 . b05 

5 to  9 years.  . . 

3.513 

3.351 

10  to  14  years  . 

3.303 

2.oa2 

15  to  19  years  . 

4.15T"' 

1.70A 

20  to  24  years.. 

5.311 

3.  bSO 

25  to  29  years  . 

4.1b0 

3.  b 34 

30  to  3*  years  . 

5.171 

3.a?a 

CENSUS 

TRACTS 

TABLE 

35  to  39  years  . . 

5. 2 05“ 

3. sab 

40  to  44  years  . 

4.227'“ 

3.453 

P-2 

45  to  49  years  . 

4.aia 

3.74b 

50  to  54  years  . 

5.141 

3.a?a 

55  to  59  years  . . . 

5.523 

3.151 

60  to  64  years  . 

5 . 1 “15 

3 . 7b  b 

65  to  69  years  . 

4.370 

3.407 

70  to  H years  . 

3.215““ 

2.570 

75  to  79  years  . 

3TUET4 

1 . 7b  3 

80  to  84  years  . 

BE5 

1US 

85  years  and  over  . 

3T2 

Median  age  .... 

41...1 

42. a. 

Family  Income  in  1959 


Employment  Status 


Male,  14  Years  Old  and  Over  . 

b0.734 

Labor  Force 

4b. 055 

Percent  of  Total  . . . . 

75. a* 

! Civilian  Labor  Force 

31.3bl 

Employed  

35.30b 

Unemployed  

3.155 

Percent  of  Civ.  Labor  Force 

a.b* 

CENSUS 

TRACTS 

Not  in  Labor  Force  

14.bb1 

TABLE 

Female,  14  Years  Old  and  Over 

44. an 

p-3 

Labor  Force  

25 . bS2 

Percent  of  Total  • 

57.2* 

Employed  

24.121 

Unemployed  

1.313 

Percent  of  Civ.  Labor  Force 

5.4* 

Not  in  Labor  Force  

11.151 

Married  Women  in  L.F.,  Husband  Pres. 

?.3ia 

With  Own  Children  Under  6 

1.272 

Years  of  School  Completed 

Persons  25  years  old  and  over 

10.131 

Elementary!  1 to  4 years  • • • * . 

5.243 

5 to  7 years  • • • • . 

a.a47 

CENSUS 

8 years  

11.173 

TRACTS 

High  School!  1 to  3 years  .... 

14.ba5 

TABLE 

4 years  

20.aia 

P-1 

College!  1 to  3 years  .... 

12.053 

4 years  or  more 

1.177 

Median  School  Years  Completed 

T0T5 

School  Enrollment 

CENSUS 

TRACTS 

TABLE 

P-1 


ALL  FAMILIES.  . . . 

11.14,1-— 

A42 

♦1,000  to  $1,999  

1.215 

♦2,000  to  ^2,999  

l.bOO 

♦3,00.0  to  ♦3,999  

2 . lb3 

♦4,000  to  M,999  

2.40a 

♦5,000  to  ^5,999  

2 .311 

♦6,000  to  ♦6,999  

1.154 

♦7,000  to  ^7, 999  

1.435 

♦8,000  to  ^8,999  

1.155 

♦9,000  to  ^9, 999  

1.037 

♦10., 000  to  ^4,999 

2.211 

♦15,000  to  ^24,999  

a?4 

♦25,000  and  over  . . ...... 

4aa 

Median  Income!  Families  . ...  . 

$s. 72a 

Fam.  & Unrel , Indiv.  . 

NIH-931  (Supplement)  (4-6d) 


CENSUS 

TRACTS 

TABLE 

P-1 


CENSUS 

TRACTS 

TABLE 


Page  2 


TOTAL  ENROLLED,  5 to  3*  Years  Old 

Kindergarten  

Public  ' 

Elementary  ( 1 to  8 years)  • • • 

Public  

High  School  (l  to  A years)  • • • 

Public*  * * 

College 


-3i3ii.HJL 

5,?b_ 

4fl  1- 

7.77k 

b-.554_ 

g-.5b3 

5i3hZ- 

2.b30 


Marital  Status 


TOTAL,  14  Years  Old  and  0v< 

Singl 

Married  

Separated  

Widowed  

Pi  vorced 


Male 

bu.sTT 


Female 

44.b32 


3 A -1 1 33 


23.554 


13.31A 


ia.101 


3 .33k 


1 . 001 


3.70b 


A. 477 


SiSfliL. 


4.73k 


' 


! 


1 

- 


- 


Residence  in  1955  > 

HO  US I NG 

Persona  J years  old  and  over*  i960 

114.145 

Condition  and  Plumbing 

8aae  House  as  in  i960  

44.511 

65, *44  , _ 

Dlffsrent  Mouse  In  U.  8 

57*767 

With  All  Pluabing  Facilitias  . . 

46,459 

CENSUS 

Central  City  of  this  8M8A  . . . . 

}2,#*7 

Lacking  Only  Hot  Water  . . . . 

49 

TRACTS 

Other  Port  of  this  8M8A  

— 57794“ 

Lacking  Other  Plumbing  Facilities. 

18,036 

table 

p-i 

Outside  this  SMSA . 

21,iOb 

CENSUS 

Deteriorating  ........ 

9,380 

North  and  West.  ....... 

“ 17,605 

TABLE 

With  All  Plumbing  Facilities  . . 

2,209 

South  ...  

57501“ 

H-l 

Lacking  Only  Hot  Water  . 

9 

Abroad  . 

67759“ 

Lacking  Other  Plumbing  Facilities. 

7,162 

Moved’  Residence  in  lSSS  not  reported  . 

57128“ 

Dilapidated 

2,078 

Means  of  Transportation 

Persons  Per  Room 

All  Workers  (incl.Araed  Forces).  • 

64,006 

0.76  to  1.00  

BOnA^ 

Private  Automobile  or  Car  Pool  . . . 

9,964 

55“ 

Year  Moved  Into  Unit 

CEN8US 

Subway  or  Elevated  . • 

0“ 

1958  to  March  i960  ...... 

BO-,735 

TRACTS 

Bus  or  Streetcar 

20,2)9 

CENSUS 

TRACTS 

195*  to  1957  

p-3 

Walked  to  Work 

TABLE 

1940  to  1953  

PTTsPt 

Other  Moans.  ......... 

1,144 

H-2 

S T 554 

5.252 

1935  or  Earlier  • . 

Nat  ftianrtsd ± > ■ » . » » ♦ . 

— 57T2T~ 

NIH-931  (Supplement)  (4-66) 


Ptg«  3 


CENSUS  TRACTS,  CITY  OF  SAW  FRANCISCO,  1960 


POPULATION  DISTRIBUTION  IN  SAN  FRANCISCO 
BY  AGE  AND  SEX 


POPULATION  DISTRIBUTION  IN  S.F  BAY  AREA 


s 


/V 


Ui 

v> 

o 


si  1 1 

_ ... . — — * — ■*— 

PERSONS  UNDER  AGE  EIGHTEEN  PER  HUNDRED  POPULATION 
IN  CENSUS  TRACT,  I960 


j ' 1 '-'4 

CITY  AVERAGE.  24  15-25 

jjjjfgjj  26-35 
BB  36-46 


I 1 STATISTICALLY 

I I IRRELEVANT  AREAS 


I S.  Bu 


Cental 


PERSONS  AGE  SIXTY-FIVE  AND  OVER  PER  HUNDREb  POPULATION 
IN  CENSUS  TRACT,  I960 


f~  I 3-  3 

I ®-«o 

CITY  AVERAGE:  13  »3 


ggga  2'  34 


I 1 STATISTICALLY 

I I IRTtLEVANT  AREAS 


UNEMPLOYED  MALES  PER  HUNDRED  CIVILIAN  LABOR  FORCE 
IN  CENSUS  TRACT,  I960 


1 1 '-5 

CITY  TOTAL  6.7  { . ' - | 6-10 

H-is 

^ 6-19 
I 1 statistically 

I I IRRELEVANT  AREAS 


CtMul,  I960  Ci 


IJWW_;r 


* 


V) 


UNEMPLOYED  FEMALES  PER  HUNDRED  CIVILIAN  LABOR  FORCE 
IN  CENSUS  TRACT,  I960 


\ 1 

CITY  TOTAL-  5 4 | I 5-8 

9-12 

vzm  >3 .7 


I 1 STATISTICALLY 

I I IRRELEVANT  AREAS 


Soorct*  U S.  6ur«ou 


I960 


s 


A/ 


U4 

<0 


Vi 


V> 


MEDIAN  SCHOOL  YEARS  COMPLETED  BY  CENSUS  TRACT,  I960 

PERSONS  TWENTY-FIVE  YEARS  AND  OLDER 
■■  09- 

10.2-109 

CITY  AVERAGE  12.0  1 1.2- 12.0 

I-  ' ' 1 12.1  - 12.6 

'2-7-14.0 

I 1 STATISTICALLY 

I 1 IRRELEVANT  AREAS 


-*• 


b«-«.£.,D  to  families  WITH  DEPENDENT  CHIL  DRPM 
recipients  per  hundred  families  in  census  tract 

(RECIPIENTS  IN  1962  BASED  ON  FAMILIES  IN  I960) 


CITY  AVERAGE:  3 f | 


I 9-12 
I 13-16 


I | statistically 

— 1 IRRELEVANT  areas 


* iST"*"  •*  wm«( 

■""»  Ew*  S<»  Fr^nctvco 


WELFARE  RECIPIENTS 


Vj 

o 


Vj 


A. 


OLD  AGE  ASSISTANCE  RECIPIENTS 
PER  HUNDRED  PERSONS  IN  CENSUS  TRACT 

(RECIPIENTS  IN  1962  BASED  ON  PERSONS  IN  I960) 


CITY  AVERAGE:  1.6  { J 16-2.5 

HH  27-3.5 


| 1 STATISTICALLY 

I I IRRELEVANT  AREAS 


San  EroKlKO  Dtpouhnam  at  Public  Wtlfgra 


5 


A 


V> 


* 


FAMIUES  WITH  YEARLY  INCOMES  UNDER  $4,000 
PER  100  FAMILIES  IN  CENSUS  TRACT,  I960 


f i 6-14 


I 1 statistically 

I I lArttLEYAtrr  AJ 


o 


•< 


STRUCTURES  DETERIORATING  AND  WITHOUT  ADEQUATE  PLUMBING  PLUS 
DILAPIDATED  STRUCTURES  PER  IOO  STRUCTURES  IN  CENSUS  TRACT,  I960 


ES3 

EZZ3 

CITY  AVERAGE  5.1  [.  > / ] 


0 

0.01  - I 9 


2,0  - 5 9 


6.0  - II  9 

13.0  - 24  9 

25  0 AND  OVER 


I 1 STATISTICALLY 

I 1 IRRELEVANT  AREAS 


S Bureau  of  the  Census,  I960  Census  of  Population  end 


s 


A/ 


ki 


C> 


Q. 


JUVENILE  COURT  CASES  PER  THOUSAND  PERSONS  EIGHT  THRU  EIGHTEEN 
YEARS  OF  AGE  IN  CENSUS  TRACT,  I960 


EUD  3-2. 

L-_ij 23-41 

CITY  AVERAGE  55  HgH  42-62 

M 65  a OVER 


I I STATISTICALLY 

L 1 IRRELEVANT  AREAS 


Source  San  Froncitco  Police  Deportment  Annual  Report,  I960 


MAP  2 


NON-WHITE  POPULATION 

SAN  _ FRANCISCO 

I960 


LEGEND 


PERCENTAGE  BY  CENSUS  TRACT 


□ UNDER  I 
r~i  1.0-4. 9 


EH  5.0  - 9.9  BBS  2 5.0-49.9 

g3  10.0-24.9  ^ 50.0-74.9 


75.0  - 100.0 


MAP  4 


NEGRO  POPULATION 

SAN  FRANCISCO 

I960 


LEGEND 

PERCENTAGE  BY  CENSUS  TRACT 


□ UNDER  I □ 5.0-9.$  Eg}  25.0-49.9  B 75.0  - 100.0 

□ 1.0- 4.9  B 10.0  - §4.9  EZJ  50.0-74.9 


MAP  6 


NON-WHITE  POPULATION,  EXCEPT  NEGRO 

SAN  FRANCISCO 

I960 


PERCENTAGE  BY  CENSUS  TRACT 


□ UNDER  I EU  50-9.9  BBS  25.0-49.9  E3  750-100  0 

I I 1.0-4. 9 |H  10  0 24  9 ^3  500-74.9 


V.  COORDINATION  WITH  COMMUNITY  AGENCIES 


The  Northeast  Mental  Health  District  Project  planning  was  done  in 
cooperation  with  various  community  agencies  and  action  groups.  The  follow- 
ing groups  have  been  involved: 

(A)  The  Partners  in  Civic  Concern 

St.  Francis  Memorial  Hospital 
Chinese  Hospital 

Canon  Kip  Community  House  and  Clinic 
Donaldina  Cameron  House 
Telegraph  Hill  Neighborhood  Association 
District  Health  Center  No.  4 
The  Tenderloin  Committee,  Inc. 

Hospitality  House 

Haight-Ashbury  Free  Medical  Clinic 
Travelers  Aid  of  San  Francisco 
Operation  Motivation,  Inc. 

(B)  Agencies 

San  Francisco  Dept,  of  Social  Services 
San  Francisco  Police  Department 
State  Department  of  Mental  Hygiene 
Superior  Court,  State  of  California 
Municipal  Court,  San  Francisco 
Bureau  of  Social  Work,  State  of  California 
State  Department  of  Public  Health 
State  Department  of  Corrections 

Adult  Authority,  California  Department  of  Corrections 

Office  of  Economic  Opportunity 

San  Francisco  Unified  School  District 

Mendocino  State  Hospital 

VISTA  (Volunteers  in  Service  to  America) 

University  of  California  Medical  Center,  San  Francisco 
New  Start  Center,  Redevelopment  Agency 
Office  of  the  District  Attorney,  San  Francisco 
Model  Cities  Program  Coordinator 


(C)  Neighborhood,  Professional,  Community  Action  Groups 
Golden  Gate  College 

Chinatown -North  Beach  Youth  Opportunity  Center 
Central  City  Council,  EOC 
Chinatown-North  Beach  Council,  EOC 
Youth  Projects,  Inc. 

Mission  Rebels  in  Action 

Parent  Teachers  Assn. , 2nd  District 

The  Family 

San  Francisco  Medical  Society 

San  Francisco  Assn,  for  Mental  Health 

United  Filipino  Association 

Wa  Ching 

Leway,  Inc. 

Neighborhood  Legal  Action  Program 
O.R.  ("Own  Recognizance")  Bail  Project 
Greater  San  Francisco  Chamber  of  Commerce 
San  Francisco  Junior  Chamber  of  Commerce 
North  Beach  Kiwanis  Club 
Park  Presidio  & Downtown  Optimist  Club 
Association  of  City  Managers 
The  New  Thang,  Inc. 

Self  Help  for  the  Elderly 
The  Chinese  Six  Companies 
Citizens  Committee  on  Social  Order 
Mayors  Commission  on  Organized  Crime 
South  Park  Neighborhood  Assn. 

Medico-Dental  Study  Club  of  San  Francisco 
San  Francisco  Youth  Council 

Efforts  at  program  coordination  within  the  Northeast  Mental  Health 
District,  other  than  for  meetings  involving  individual  cases,  began  in  April 
1968,  antedating  the  establishment  of  the  regionalized  intake -screening 
program  at  the  San  Francisco  General  Hospital  in  July  1968.  One  staff 
member,  a clinical  psychologist  who  had  had  experience  at  community 
organization,  accepted  the  task  of  meeting  and  talking  with  various  neigh- 
borhood groups  and  agencies  on  an  individual  basis  to  ascertain  from  each 
of  them  what  mental  health  services  should  receive  priority.  Where  these 


. 


- vices  would  be  located  and  how  they  should  be  delivered  were  also  agenda 
items  at  these  meetings.  In  many  cases,  the  initial  contact  was  maikcd  by 
suspiciousness  and  ill  concealed  hostility  though  in  all  instances  more  than 
one  contact  was  made.  A mass  meeting  of  all  "concerned  " agencies  and  groups 
was  not  envisaged  in  this  planning  phase,  as  experiences  of  other  Centers  led 
us  to  conclude  that  more  heat  than  light  would  be  generated  at  this  stage  of 
the  game.  This  planning  phase  lasted  for  over  nine  months  and  during  that 
time  persons  from  more  than  fifty  agencies  or  community  groups  in  the  North- 
east District  were  directly  contacted  and  talked  with. 

As  a result  of  these  meetings  we  learned  that  the  general  order  of 
priorities  was  as  follows:  (1)  information  and  referral  services,  especially 
in  relationship  to  hospitalization  and  emergencies;  (2)  home  visiting  teams; 
i 3)  day  care  and  partial  hospitalization  programs;  (4)  a comprehensive  drug 
abuse  and  alcohol  treatment  program  with  detoxification  facilities;  (5)  children 
and  adolescent  services;  (6)  just  getting  to  know  what  community  mental 
health  is  all  about,  guardedly.  With  the  existing  and  planned  staff  assigned 
to  the  Northeast  Mental  Health  Center,  we  felt  that  ( 1)  was  feasible  and 
that  (6)  would  perhaps  decide  how  effective  anything  else  we  might  do  could 
be.  The  remainder  were  impossible  at  this  time  and  this  fact  was  communi- 
cated immediately  to  our  contacts  lest  we  give  the  impression  of  promising 
and  not  delivering. 

As  might  be  expected,  several  of  the  community  groups  contacted 
wanted  nothing  to  do  with  any  mental  health  program  and  others  indicated 
that  while  they  subscribed  to  the  comprehensive  mental  health  concept, 
they  had  no  faith  in  our  agency  to  manage  the  job  without  bungling. 
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Although  the  staff  psychiatrist  assigned  to  the  District  Team  had  in  the 
past  conducted  ongoing  case  consultation  with  groups  such  as  District  Center 
No.  4,  Self  Help  for  the  Elderly,  Cameron  House  and  the  New  Start 
Center,  an  effort  to  assist  in  referral  procedures  for  getting  patients  to  the 
San  Francisco  General  Hospital  was  begun  in  coordination  with  three  agencies 
contacted:  South  Park  Community  House,  Telegraph  Hill  Neighborhood 
Association  and  Hospitality  House.  Also  names  of  all  patients  discharged 
from  the  Hospital  who  lived  in  the  Northeast  District  were  forwarded  to  the 
District  Health  Center  No.  4 as  information  for  follow-up  visits  by  public 
nurses . 

In  November  1968  a pilot  project  was  begun  with  Hospitality  House  -- 
the  "lend  lease"  arrangement.  In  this  process,  whenever  a staff  member  of 
our  agency  spent  time  at  another  agency  on  a scheduled  basis,  one  of  their 
staff  members  would  come  to  San  Francisco  General  Hospital  and  participate 
in  the  program  there.  This  permitted  a bilateral  training  experience.  The 
first  "swap"  involved  one  of  our  physicians  for  a street  worker  supervisor. 

This  concept  will  be  used  at  other  points  of  service  with  other  agencies  for 
various  activities  as  arrangements  are  made.  So  far,  the  project  has  been 
limited  to  information  and  referral  services  as  well  as  education. 

Prior  to  that,  on  September  12,  1968,  a joint  staff  meeting  was  held 
at  District  Health  Center  No.  4 and  two  weeks  later  a similar  meeting  was 
held  at  the  offices  of  the  Northeast  Mental  Health  Center  on  Ward  92  at  San 
Francisco  General  Hospital.  In  this  manner,  workers  at  all  levels  of  responsi- 
bility met  each  other  and  most  of  the  meetings  were  spent  in  defining  areas  of 


service.  Since  that  time,  three  of  our  staff  have  met  weekly  with  the  physi- 
cians and  nurses  at  the  District  Health  Center. 

In  the  area  of  Drug  Abuse  Treatment,  over  the  past  six  months,  members 
of  the  Northeast  staff  have  met  with  community  groups  such  as  the  Haight- 
Ashbury  Clinic,  the  Tenderloin  Committee,  Operation  Motivation,  the  New 
Thang,  the  San  Francisco  Youth  Council,  the  Family,  the  PTA  Drug  Abuse 
Committee  and  others.  Generally,  one  or  two  nurses  and  a New  Careerist, 
who  is  an  ex -addict,  would  attend  these  meetings  as  District  representatives. 
The  thrust  of  these  to  date  has  been  collaboration  in  the  preparation  of  the 
Drug  Treatment  Program  planned  for  the  Northeast  District  as  part  of  this  appli- 
cation. In  no  other  program  area  have  the  contacts  with  the  various  com- 
munity groups  been  as  rewarding  and  fruitful.  On  November  2,  1968  the 
Tenderloin  Committee  held  a community-wide  "town  meeting"  at  the  Glide 
Methodist  Church  at  which  a community  drug  program  was  the  subject  of  dis- 
cussion . 

The  schools  within  the  Northeast  District  have  not  only  indicated  their 
desire  to  cooperate  in  a city-wide  drug  abuse  program  (see  letter)  but  have 
also  suggested  that  as  a service,  we  mount  a multidisciplinary  team,  always 
on  the  ready,  to  act  as  an  Emergency  Family  Crisis  Unit  which  would  respond 
to  referrals  from  the  Head  Counselor  or  Principal  of  each  school  for  immed- 
iate psychiatric  intervention.  On  January  7,  1969  members  of  the  Northeast 
staff  — the  director,  the  social  worker  assigned  to  the  district  team  and  the 
nurse  coordinating  the  drug  treatment  program  — met  with  the  principals  of 
all  the  schools  in  the  district  to  discuss  the  priorities  of  service. 
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A part  of  the  projected  move  to  the  former  Northeast  Public  Health 
Center  in  April  1970  will  be  the  use  of  space  at  that  facility  for  meetings  of 
neighborhood  groups.  Already  the  Ping  Yuen  Association,  which  consists  of 
residents  of  the  Housing  Project  which  houses  our  offices  have  indicated  their 
desire  to  use  the  space  in  this  manner.  The  staff  of  the  Police  Community 
Relations  Unit  have  also  indicated  their  interest  in  meeting  at  the  Center  with 
diverse  community  groups. 

On  February  10,  1969  the  first  joint  meeting  of  those  agencies  who 
are  to  supply  services  in  the  Partnership  for  Civic  Concern  was  held  to  for- 
malize plans  and  expectations  leading  up  to  this  application.  As  a result  of 
that  meeting,  certain  agencies  saw  a commonality  of  interest  and  agreed  to 
pool  efforts  --  e.g.,  the  Haight -Ashbury  Clinic  and  Tenderloin  Committee 
indicated  they  would  be  able  to  coordinate  their  programs  in  the  delivery  of 
services  to  the  Northeast  area.  Naturally,  the  role  that  each  of  the  partners 
is  prepared  to  play  is  in  itself  the  result  of  their  community  experience  as  well 
as  their  understanding  of  this  community's  needs.  Each  has  been  dealing  with 
many  diverse  groups  so  that  their  considerations  are  representative  of  a large 
segment,  if  not  an  entirety,  of  the  Northeast  area. 

On  other  levels,  extension  of  existing  programming  with  the  State 
Department  of  Rehabilitation  Services  is  under  way  by  the  administration  of 
the  Community  Mental  Health  Services.  Currently,  three  counselors  from  the 
former  agency  work  under  contract  with  the  CMHS  and  provide  services  for 
client-referrals.  Similarly,  a request  has  been  forwarded  to  the  San  Francisco 
Departments  of  Social  Services  for  the  assignment  of  a social  welfare  worker  to 
the  Northeast  District  to  assist  our  patients  in  their  applications  for  various 


elfare  benefits. 
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The  Director  of  Psychiatric  Social  Work  has  begun  discussions  with  the 
Director  of  the  State  Bureau  of  Social  Work  (which  until  1967  was  a division 
of  the  State  Department  of  Mental  Hygiene)  to  provide  assistance  in  after- 
care programming  for  patients  released  from  the  State  Hospitals.  A plan  is 
under  consideration  whereby  assigned  workers  from  the  Bureau  would  provide 
the  conservatorship  investigation  required  on  those  patients  felt  to  be  gravely 
disabled  under  the  provisions  of  the  Mental  Health  Act  of  1969  (Lanterman- 
Petris-Short) . 

On  March  7,  1969  the  director  of  the  Northeast  Center  met  with 
representatives  of  the  District  Attorney,  Municipal  Court  and  Police  Depart- 
ment. This  meeting,  one  of  ten  held  throughout  the  year,  was  concerned  with 
the  provision  of  services  to  mentally  disordered  inmates  at  the  City  Prison,  a 
650  unit  facility  administered  by  the  Police  Department.  All  persons  present 
agreed  to  the  positioning  of  a mental  health  team  within  the  City  Prison  offer- 
ing direct  services  to  disturbed  inmates  as  well  as  providing  triage  services  to 
the  Municipal  Court  which  deals  with  arrests  of  alcoholics.  Consultation  with 
the  Police  on  problems  relating  to  the  mentally  disordered  is  also  being  planned. 

The  social  worker  assigned  to  the  existing  district  team  has  met  regularly 
with  the  staff  of  Health  Center  No.  4,  Telegraph  Hill  Neighborhood  Associa- 
tion and  Self  Help  for  the  Elderly  providing  consultation  and  education,  much 
of  the  latter  being  directed  toward  the  understanding  of  the  provisions  of  the 
Mental  Health  Act  of  1969  and  its  impact  on  community  care.  Also,  one  of 
our  staff  psychiatrists  is  a director  of  the  Northeast  Medical  Service  (NEMS), 
a group  of  physicians  and  other  health  professionals  which  is  exploring  ways  of 
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delivering  medical  service,  including  psychiatric,  to  the  Chinatown  area.  He 
has  attended  several  Board  meetings  of  the  Chinese  Hospital  and  has  been 
responsible  for  stimulating  their  desire  to  participate  in  the  proposed  North- 
east Mental  Health  Center. 

The  Adult  Authority,  through  the  State  Department  of  Parole  had  indi- 
cated a willingness  to  work  with  the  Youth  and  Adolescent  Services  Drug 
Treatment  Program  in  exploring  possible  modifications  of  the  over-all  narcotic 
treatment  regimens  in  which  they  are  involved.  Several  Legislators  have 
indicated  an  interest  in  sponsoring  appropriate  legislation  to  permit  a Metha- 
done (dolphine)  Maintenance  project  when  such  a plan  is  forthcoming  from 
the  Northeast  Drug  Treatment  Program.  This,  if  shown  to  be  feasible,  will 
have  an  effect  on  the  whole  gamut  of  drug  treatment  in  the  entire  State  of 
California.  Such  a program  has  been  developed  by  personnel  assigned  to  the 
Northeast  District,  though  cannot  be  implemented  without  proper  facilities. 

Our  conversations  with  the  University  of  California  have  indicated  that 
the  community  mental  health  elective  of  their  psychiatric  residency  program 
will  be  reinstituted  if  this  application  is  approved.  The  Social  Welfare  and 
Psychology  Departments  of  San  Francisco  State  College  have  also  voiced 
interest  in  placing  both  social  work  students  and  graduate  psychology  students 
in  the  Center  program  for  field  placement.  In  meetings  with  program  planners 
for  VISTA  — Volunteers  in  Service  to  America  --  on  February  15  and  March 
10,  1969  this  organization  had  indicated  interest  in  assigning  their  volun- 
teers to  the  Northeast  District  for  work  in  the  adolescent  drug  abuse  field. 
Conversations  have  also  been  held  with  the  State  Headquarters  of  the  Selec- 
tive Service  System  to  have  the  program  of  the  Northeast  Mental  Health 


District  qualify  as  a placement  for  those  men  classified  1-0. 

With  the  transfer  of  the  staff  of  the  psychiatric  clinic  of  the  Youth 
Guidance  Center  to  the  Community  Mental  Health  Services  in  March  1967, 
it  appears  feasible  to  have  a Northeast  unit  in  the  Juvenile  Hall  established 
for  the  continuous  care  of  wards  from  the  District.  Also,  a psychiatric  resi- 
dent, who  will  be  joining  the  staff  of  the  Northeast  District  in  July  1969,  is 
involved  in  a counselling  program  at  City  College  of  San  Francisco  and  plans 
to  extend  the  scope  of  this  three  month  old  pilot  project  to  provide  more 
comprehensive  mental  health  counselling  to  students  at  that  college  from 
the  Northeast  District. 

Coordination  of  new  services  envisaged  by  this  application  have  been 
discussed  with  the  director  of  the  San  Francisco  unit  at  Napa  State  Hospital 
as  have  been  the  ramifications  of  the  Mental  Health  Act  of  1969  which  dras- 
tically alters  the  relationship  between  the  state  hospital  and  local  programs. 
Similarly,  our  staff's  long-standing  inter-relationship  with  the  Alcohol  and 
Drug  Treatment  Program  at  Mendocino  State  Hospital  is  assured  'see  letters 
in  Coordination  with  State-wide  Program  section). 

A Center  Advisory  Board  consisting  of  a practicing  psychiatrist  in  the 
District,  a Judge  of  the  Superior  Court,  a real  estate  man,  an  attorney  who 
is  an  officer  in  the  Barristers,  a social  worker,  two  ex -addicts,  a bail  bonds- 
man, a member  of  the  Community  Relations  Unit  of  the  Police  and  the  Center 
Director  has  been  activated.  Also,  representatives  of  the  Participating 
Agencies  plus  the  Center  Director  comprise  the  Northeast  Mental  Health 
Council.  A third  group,  which  is  to  consist  of  persons  unconnected  with 
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any  agency  who  reside  in  the  various  sections  of  the  District  will  be  set  up. 
The  membership  initially  will  be  chosen  on  recommendation  of  the  Council 
members,  but  thereafter,  this  group  will  determine  its  own  membership.  It 
is  tentatively  called  the  Northeast  Community  Action  Panel.  The  purpose 
of  this  body  will  be  to  advise  the  Center  administrators  as  to  the  manner  in 
which  services  are  being  presented  and  to  bring  to  their  attention  any  gripes 
or  evidence  of  growing  irrelevancies  in  the  presentation  of  good,  concerned 
care . 

Coordinating  efforts  on  a case-by-case  basis  will  be  effected  by  the 
District  staff  in  those  instances  in  which  a patient  is  known  to  an  outside 
agency  or  neighborhood  group,  especially  when  that  agency  or  group  has 
made  the  referral  and  wishes  to  maintain  contact  with  the  patient.  The  con- 
tact with  the  referring  group  will  be  primarily  consultative  or  collaborative, 
although  in  agreed  upon  instances,  the  District  staff  will  assume  major 
therapeutic  responsibility.  In  any  event,  it  is  of  the  highest  importance  to 
prevent  the  patient  from  falling  between  the  gaps  (or  cracks)  of  a rigidly 
stratified  program,  to  prevent  duplication  of  services  and  to  prevent  us  from 
straying  toward  divergent  goals. 

It  is  our  wish  that  the  contacts  and  discussions  within  the  Northeast 
area  will  permit  us  to  offer  these  relevant  kinds  of  services. 


VI  EXISTING  & PROPOSED  SERVICES 


A.  Existing  Services 

In  the  following  sections,  the  existing  services  will  be  described  via 
the  eleven  program  entities  listed  in  the  grant  application.  In  actuality,  the 
goal  of  the  proposed  services  will  be  to  eliminate  the  barriers  imposed  by  such 
delineations.  For  example,  in  the  over-all  concept  of  continuity  of  care  with 
vertical  staffing,  the  location  of  the  patient,  that  is  24-hour  care  or  partial 
hospitalization,  is  of  less  importance  than  that  he  is  receiving  treatment  through 
one  of  the  Program's  modalities. 

(1)  Inpatient  Services: 

Located  at  the  San  Francisco  General  Hospital  in  the  90  Building, 
a twenty-five  bed  semi -locked  ward  provides  care  to  persons  over  sixteen 
requiring  hospitalization.  Patients  are  admitted  through  an  intake  procedure 
at  the  Hospital  and  may  apply  voluntarily;  be  brought  by  a peace  officer  and 
admitted  for  a period  of  observation  not  to  exceed  seventy-two  hours;  be 
brought  in  on  a Detention  Order  signed  by  a Superior  Court  Judge  based  on  a 
Petition  alleging  a Mental  Disorder;  or  be  committed  patients  being  returned 
to  a State  Hospital . 

All  patients  who  are  admitted  via  a Petition  of  Mental  Illness 
must  have  had  an  examination  by  a physician  who  then  had  certified  that 
because  of  a mental  disorder,  the  patient  is  a danger  to  himself  or  to  others, 
or  is  gravely  disabled.  The  alternative  for  concerned  or  frightened  family 
members  is  to  notify  the  Police  as  there  is  no  home  visiting  service  or  pre- 
petition screening  at  this  time. 
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Both  men  and  women  are  housed  on  each  ward,  with  a model 


length  of  stay  of  5.3  days.  In  1968,  the  ward  serving  the  Northeast  District 
admitted  1079  patients,  compared  with  approximately  1169  in  1967.  There 
is  emphasis  on  ward  milieu,  recreational  activities,  early  passes  and  rapid 
discharge.  Individual  treatment  is  practically  non-existent  and  neither  is 
thorough  aftercare,  except  for  monthly  medication  follow-up.  There  are 
no  inpatient  facilities  within  the  Northeast  District. 

(2)  Outpatient  Services: 

Each  Center  provides  short-term,  crisis  oriented  individual 
psychotherapy,  group  psychotherapy  and  follow-up  services  for  patients 
needing  medication  and/or  supportative  care.  These  visits  are  at  the  office 
area  of  Ward  92,  which  has  been  converted  to  this  use,  at  San  Francisco 
General  Hospital.  The  services  are  on  an  appointment  basis  after  the  first 
visit  and  referrals  come  from  other  services  at  the  Hospital,  community 
agencies,  other  psychiatric  clinics  or  from  private  practitioners.  No  out- 
patient psychiatric  facilities  now  specifically  serve  the  Northeast  District 
as  part  of  an  over-all  comprehensive  mental  health  plan. 

(3)  Partial  Hospitalization: 

Such  services  are  provided  on  the  ward  by  the  inpatient  staff. 

A varied  program  based  in  the  main  on  group  psychotherapy  and  milieu 
therapy  is  offered  to  patients  who  formerly  were  on  inpatient  status.  The 
ward  staff  is  responsible  for  the  patient  medications  and  generally  patients 
come  five  to  six  days  weekly  from  six  to  twelve  hours  per  day.  No  statistics 
are  available  as  this  is  not  yet  an  organized  service.  However,  this  is  the 
only  such  prototype  program  available  to  residents  of  the  Northeast  District, 
though  located  at  San  Francisco  General  Hospital. 
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(4)  Emergency  Services: 


These  services  are  available  on  a regionalized  basis  from  8:30 
a.m.  through  5:00  p.m.  five  days  per  week.  At  other  times  a psychiatric 
resident  covers  for  all  patients.  During  the  day,  a patient  will  be  seen  by 
either  a psychiatric  social  worker,  a psychiatrist  or  by  both,  this  depending 
upon  the  needs  of  the  patient.  The  emergency  services  area  during  the  day 
is  on  Ward  92  for  Northeast  patients;  in  the  evenings  and  on  weekends  and 
holidays,  it  is  in  the  Mission  Emergency  Hospital,  the  general  medical - 
surgical  emergency  area  for  the  entire  City,  at  San  Francisco  General 
Hospital.  There  is  no  Emergency  Services  Program  within  the  Northeast 
District . 

(5)  Consultation  and  Education: 

Approximately  40%  of  the  time  of  the  two  professionals  (a  20  hour 
senior  psychiatrist  and  a 40  hour  senior  psychiatric  social  worker)  assigned 
to  the  Northeast  Mental  Health  Team  is  spent  in  this  function.  Contacts 
are  mainly  with  the  public  health  nurses  at  the  District  Health  Center  No.  4, 
the  Department  of  Social  Services  and  the  New  Start  Center. 

(6)  Diagnostic  Services: 

No  specific  program.  There  is  no  home  visit  program. 

(7)  Rehabilitative  Services: 

Vocational  rehabilitative  services  are  provided  by  contract  with 
the  State  Department  of  Vocational  Rehabilitation.  Two  counselors  are 
assigned  to  the  entire  Community  Mental  Health  Services  and  informational 
and  intake  groups  are  provided  for  all  hospital  attached  services.  Referrals 
in  1967-68  numbered  124  of  which  27  were  from  the  Northeast  District.  There 
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is  no  sheltered  workshop  program  or  halfway  house  program  available  in  v'- 
Northeast  District  at  this  time. 

(8)  Precare  and  Aftercare: 

Precare  programs  are  provided  only  for  those  patients  who  go  to 
Napa  or  Mendocino  State  Hospitals,  voluntarily  or  committed.  There  is  no 
formal  aftercare  program  for  patients  discharged  from  a state  hospital  other  than 
for  assistance  in  establishing  eligibility  for  the  California  Medical  Assistance 
Plan  (Medi-Cal) . 

(9)  Training  of  Personnel: 

The  Centers  provide  training  for  first  year  Community  Mental 
Health  Center  psychiatric  residents  and  for  second  year  psychiatric  residents 
on  rotation  from  the  Lang  ley -Porter  Neuropsychiatric  Institute  and  staff  and 
student  nurse  in  service  programming.  There  are  no  other  formal  organized 
training  programs,  including  in-service  training  programs,  operating  for 
professional  personnel  except  on  an  ad  hoc  basis,  as  for  example  the  "lend 
lease"  program  with  Hospitality  House. 

(10)  Research  and  Evaluation: 

Statistical  evaluation  of  services  is  made  through  the  office  of 
the  Chief  Psychologist  of  the  Community  Mental  Health  Services.  Prior  to 
July  1968,  an  unduplicated  patient  count,  broken  down  by  sex,  age,  race, 
profession  seen  and  nature  of  visit  was  available  as  was  the  number  of  hours 
spent  by  professionals  in  indirect  services.  With  a reorganization  of  the  record- 
ing system  underway,  a Mental  Health  Center  chart  with  the  above  data,  will 
be  available  on  a service-wide  basis  irrespective  of  where  in  any  Center  that 
patient  is  receiving  services.  This  will  rule  out  the  need  for  three  separate 


' 


counting  systems  which  was  the  case  until  that  date.  In  addition,  special 
studies  are  available  from  the  Department  of  Mental  Hygiene  from  data  sub- 
mitted to  them  each  month. 

( 1 1)  Special  Services; 

The  Child  Psychiatric  Clinic,  in  the  Westside  District,  provides 
outpatient  psychiatric  care  to  children;  children  and  adolescent  inpatient  care 
is  available  through  referral  to  McAuley  Neuropsychiatric  Institute  and  Napa 
St  ate  Hospital . 

Services  to  the  alcoholic  patient  are  limited  to  evaluation  and 
referral  and  crisis  medical  treatment  when  indicated.  There  is  no  comprehensive 
program  in  the  Northeast  District  for  alcoholics.  If  outpatient  care  for  this 
condition  is  indicated,  the  patient  is  referred  to  the  Center  for  Special 
Problems,  in  the  Westside  District. 

There  is  no  comprehensive  treatment  or  rehabilitation  program 
for  patients  with  toxic  reactions  secondary  to  non-narcotic  drug  abuse. 

Currently,  evaluation  and  referral  services  are  available  as  is  emergency 
medical  or  psychiatric  care.  For  patients  addicted  to  narcotics  or  barbiturates, 
a small  withdrawal  unit  is  in  operation  with  follow-up  referral  to  the  Mendo- 
cino State  Hospital. 

Programs  for  geriatric  patients  are  currently  limited  to  a pre-petition 
screening  program  which  services  a city-wide  population.  Although  effective 
in  reducing  the  number  of  patients  being  sent  to  state  hospitals  for  disorders 
associated  with  advancing  age,  this  service  is  not  coordinated  with  other 
District  functions  nor  with  other  programs  of  community  agencies. 
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As  of  March  1,  1969  the  existing  services  based  at  the  San  Francisco 
General  Hospital  were  divided  into  four  Mental  Health  Centers,  serving  the 
Northeast,  Bayview,  Mission  and  Sunset  Districts.  At  this  time,  these  remain 
essentially  inpatient  services  with  a limited  screening-intake  and  referral  func- 
tion and  an  inadequate  follow-up  program.  However,  this  organization  does 
permit  an  orientation  toward  a comprehensive  community  service. 

With  the  changes  legislated  by  the  Mental  Health  Act  of  1969 
( Lanterman-Petris-Short  Act),  the  inpatient  services  are  slated  to  act  as  the 
centers  for  the  14  Day  Evaluation  Period  for  patients  brought  to  the  Hospital 
on  Petitions  alleging  a Mental  Disorder.  Furthermore,  as  no  patient  may  be 
involuntarily  detained  by  petition  unless  a pre-petition  examination  has 
been  made  by  a psychiatrist  on  the  staff  of  the  Centei  , this  will  also  pose 
a greater  demand  on  the  time  of  Center  physicians. 

Judicial  commitment  will  now  be  possible  only  for  those  persons  who 
are  mentally  disordered  to  the  extent  that  they  pose  a clear  and  preser-r 
danger  to  others.  This  is  a change  from  the  current  requirement  of  dange  to 
self  or  others.  In  effect,  the  operative  date  of  this  Act,  July  I,  1969  wil 
still  further  reduce  the  number  of  patients  going  to  the  state  hospital  . 

Currently  collaboration  with  a systems  analyst  of  the  Department  of 
Public  Health  is  underway  to  improve  billing  procedures  at  San  Francisco 
General  Hospital,  to  integrate  statistical  collection  and  billing  into  a progra:-' 
When  operative,  these  data  will  be  available  to  the  Emergency  Treatment  and 
24-hour  Hospitalization  areas.  This  of  course  depends  upon  the  employment 
of  suitable  personnel. 


A Mental  Health  Services  Record  is  being  developed  that  will  provide 
a recording  of  all  services  rendered  the  patient  regardless  of  the  mode  of  ser- 
vice or  at  which  of  the  District  facilities  he  is  being  seen.  Hopefully,  such  a 
chart  will  be  of  assistance  to  patients  and  staff  in  expediting  flow  throughout 
the  District  facilities  and  that  it  will  meet  the  important  standards  of  retriev- 
ability  and  confidentiality.  Also,  the  contents  of  the  record  will  meet  the 
minimum  standards  for  accreditation. 

B.  Proposed  Services 

The  section  describing  proposed  mental  health  services  for  the  North- 
east District  will  be  divided  as  follows:  philosophy,  administration  of  services, 
methods  of  delivery,  description  of  program. 

I.  Philosophy  of  the  Northeast  Mental  Health  Services 
In  providing  for  comprehensive  mental  health  services  for 
the  Northeast  District  several  principles  were  elaborated.  First,  that  services 
proposed  in  this  program  must  be  placed  where  the  population-at-risk  resided. 
This  would  be  characterized  as  accessibility  of  services.  Certain  features,  e.g. 
a detoxification  center,  could  utilize  facilities  somewhat  removed  from  the 
District  population  centers  but  such  were  the  exception. 

The  second  principle  in  developing  this  program  was  Accept- 
ability. Of  what  value  would  well  staffed,  highly  skilled  mental  health 
service  be  if  patients  because  of  ideas  and  values  — which  in  themselves 

could  be  aspects  of  a pathological  process  — did  not  avail  themselves  of  the 
n 

center?  Hence,  the  reliance  on  i^ligenous  personnel,  residents  of  the  area, 
trained  and  supervised  by  professionals  to  provide  not  only  services  but  a 
necessary  link  in  the  delivery  of  those  services. 


: 


A third  principle  was  Continuity.  All  too  often,  dichotomies 


(or  worse)  arose  by  the  differentiation  of  services  into  "specialized"  and 
"generalized"  functions  with  entities  such  as  alcoholism,  drug  dependency, 
mental  retardation  and  children's  services  being  considered  as  the  former 
and  "traditional"  psychiatric  services  — odd  calling  schizophrenic  traditional  — 
as  the  latter.  Such  a division  would  cause  chaos  whenever  a patient  was  an 
alcoholic  schizophrenic  — or  was  he  a schizophrenic  alcoholic? 

Fourth,  the  services  should  be  integrative  rather  than  dis- 
ruptive. Too  often  by  removing  a person  from  his  immediate  contacts  in  an 
effort  to  insulate  him  from  events  thought  to  be  "stressful"  remedial  services 
increased  the  person's  isolation  and  fragmentation,  unwittingly  contributing 
to  the  chronicity  of  his  illness. 

Finally,  any  program  must  be  flexible  and  relevant.  The 
concept  of  relevancy  to  the  needs  of  the  population  of  the  District  demanded 
a program  that  in  1970  would  apply  itself  to  the  problems  of  1970  and  one  that 
in  1975,  without  soul  rendering  gear  shifting,  would  be  doing  just  that. 

This  concept  required  an  organizational  pattern  and  orientation  that  could 
modify  its  modes  of  delivery  as  patterns  of  living  in  the  District  change. 

Insofar  as  flexibility  was  concerned,  no  principle  of  service  must  be  elevated 
to  the  rank  of  a sacred  cow.  Whenever  and  wherever  indicated,  the  services 
must  be  sufficiently  flexible  — enough  even  to  discard  any  of  the  above 
principles  if  necessary  — to  provide  the  service  for  the  person  at  the  time 


of  need . 


II.  Administration  of  Services 


The  final  administrative  and  program  responsibility  for  the 
proposed  services  in  the  Northeast  District  resides  with  the  Center  Director, 
within  the  organization  of  the  Community  Mental  Health  Services  (see 
previous  chart).  The  Directors  of  the  Participating  Agencies  (St.  Francis 
Hospital,  Canon  Kip,  Telegraph  Hill  Assn.,  Cameron  House,  Chinese 
Hospital,  Haight-Ashbury  Medical  Clinic,  Operation  Motivation)  and  the 
Center  Director  will  comprise  the  Northeast  Mental  Health  Council  with 
responsibility  for  determining  policies,  priorities  and  plans  for  the  develop- 
ment of  further  services  to  the  District. 

Contracts  and  working  agreements  with  each  of  the  Participat- 
ing Agencies  will  be  negotiated  covering  the  extent  and  nature  of  services 
to  be  rendered,  the  utilization  of  staff,  the  movement  of  patients  between 
agencies,  supervision  of  staff  assigned  to  each  agency  and  allocation  of 
fees  collected  from  varied  sources  --e.g.  patient's  fees,  Medi-Cal  (Title  19) 
fees  — for  the  services  provided  to  the  patients  in  the  Northeast  District. 
Contracts  between  local  agencies  and  the  Community  Mental  Health  Services 
have  been  negotiated  in  the  past  ten  years  for  services  and  related  activities, 
so  that  while  the  contents  of  these  contracts  may  differ,  the  procedure  for 
such  negotiations  exists.  Similarly,  contracts  will  be  made  by  the  Community 
Mental  Health  Services  with  the  Napa  and  Mendocino  State  Hospitals  for 
services,  as  provided  for  by  the  Mental  Health  Act  of  1969  (Lanterman- 
Petris-Short  Act) . 


The  following  chart  describes  the  organization  of  the  proposed 
Northeast  Mental  Health  Services: 

Organization  of  Northeast  CHMS 


Administrative  Supervision 

Work  Supervision 

....  Advisory 

The  Center  Director  will  meet  regularly  with  the  Team  Super- 
visors and  will  maintain  administrative  supervision  through  the  assistant  Center 
Director.  As  a member  of  the  Northeast  Mental  Health  Council,  he  will 
coordinate  Team  activities  with  the  operations  of  the  Participating  Agencies. 

The  Director  of  each  Participating  and  the  Center  Director  will  evaluate  the 
performance  of  staff  members  assigned  to  each  Agency  stressing  the  ability  of 
each  staff  member  not  only  to  perform  within  the  disciplinary  competence  to  be 
expected  but  also  the  ongoing  evaluation  of  his  ability  to  work  within  a structure 


such  as  the  Northeast  Mental  Health  Services. 


III.  Methods  of  Delivery,  Mental  Health  Teams 


To  promote  optimum  professional  care  as  well  as  to  enhance 
trust  in  and  continuity  of  service,  a vertical  staffing  pattern  will  be  designed 
so  that  the  person  shall  see  the  same  group  of  professionals  through  the  whole 
range  of  services.  This  will  be  accomplished  by  the  formation  of  two  multi- 
disciplinary, comprehensive  mental  health  team. 

Each  of  the  teams  will  be  assigned  a geographical  area  of 
the  District,  one  to  cover  the  Chinatown-North  Beach  section  and  the  other 
the  Central  City  (including  South  of  Market  Street)  section.  Insofar  as  is 
possible,  residents  of  Census  Tracts  A-l  through  A -9  and  A — 11  through  A-16 
will  be  directed  to  facilities  served  by  the  Chinatown-North  Beach  Team  and 
those  living  in  Census  Tracts  A-10,  A-17  to  A-23  and  K-l  through  K-4  will 
receive  services  from  the  Central  City  Team.  Obviously,  these  delineations 
are  for  the  benefit  of  the  patient  and  will  not  be  slavishly  adhered  to  if 
departure  from  them  is  in  any  patient's  interests. 

The  Mental  Health  Teams  will  provide  the  full  range  of 
services  to  residents  and  will  be  expected  to  relate  to  and  consult  with  varied 
community  groups:  governmental  health  agencies,  law  enforcement  personnel, 
the  clergy,  neighborhood  action  groups,  etc.  The  teams  further  will  develop 
a working  relationship  with  Napa  and  Mendocino  State  Hospitals  (see  letters) 
both  to  enhance  pre-care  as  well  as  to  facilitate  discharge  of  patients  back  to 
the  District.  Utilizing  consultation,  team  members  will  be  charged  with  seek- 
ing to  upgrade  resources  within  their  areas  stimulating  the  formation  of  self- 
help  groups,  family  care  homes  and  vocational  services. 


The  teams  also  will  provide  home  visiting  services  as  well  as 


pre-petition  screening  to  residents  within  the  areas  which  are  served. 

The  Mental  Health  Teams  are  expected  to  provide  crisis  inter- 
vention and  triage  services  either  at  the  designated  Agency  areas  or,  in  the 
case  of  disturbed  persons  who  cannot  or  will  not  come  to  those  areas,  at  the 
person's  home.  There,  they  can  assess  the  situation  and  institute  appropriate 
treatment  or  seek  consultation  with  other  team  members.  Important  in  this 
also  would  be  that  the  Team,  on  the  spot,  could  assist  in  arranging  whatever 
services  were  required  — partial  hospitalization,  homemaker  services, 
welfare  referral  — and  then  follow  through  to  see  that  the  service  was  obtained. 
Consistent  efforts  would  be  made,  wherever  possible,  to  involve  the  family 
or  interested  friends  as  the  more  immediate  support  available  to  the  patient, 
the  less  likely  that  24-hour  services  would  be  required.  Much  can  be  done 
with  daily  visits  and  medication  for  an  acutely  disturbed  patient  short  of 
24-hour  or  partial  hospitalization  provided  that  early  supportative  alliances 
can  be  established.  Collaboration  with  the  District  Public  Health  Nurses  is 
an  important  resource  in  crisis  planning. 

All  too  often,  the  term  "comprehensive"  when  applied  to 
mental  health  care  ends  up  defined  in  reality  as  "comprehensive  except  for 
alcoholism.  " In  the  Northeast  District  the  Number  One  public  health  and 
mental  health  problem  is  alcohol  and  its  related  medical,  social,  legal  and 
psychiatric  fallout.  All  mental  health  personnel  in  the  Northeast  District 
will  be  expected  to  provide  care  for  the  alcoholic.  Facilities  for  detoxifica- 
tion as  well  as  the  beginnings  of  a residential  treatment  program  are  to  be  pro- 
vided within  the  structure  of  the  Community  Mental  Health  Services  (see  chart) 
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and  the  responsibility  of  each  team  to  have  a tie-in  with  those  services  is 
a prime  consideration.  Whenever  possible  though,  the  person  with  an  alcohol 
problem  will  be  treated  within  the  District  and  the  same  principles  that  will  be 
applied  to  any  other  form  of  mental  disorder  will  be  applied  to  the  alcoholic. 
Furthermore,  team  members  will  be  expected  to  exercise  their  consultative 
skills  in  this  area,  especially  in  the  sphere  of  public  and  professional  education 
so  that  the  stigma  which  still  is  attached  to  alcoholism  — and  which  in  the 
near  future  will  no  longer  be  supported  by  law  as  it  now  conveniently  is  — 
can  be  lessened. 

The  two  Mental  Health  teams  will  consist  of  a senior  psychia- 
trist, three  staff  psychiatrists,  two  clinical  psychologists,  one  senior  social 
worker,  four  staff  social  workers,  three  clinical  nurse-specialists,  a clerk- 
stenographer  and  counsel  I or -specialists  as  assigned  by  the  Center  Director. 
Teams  will  be  responsible  for  both  "general"  and  "specialized"  care  — this 
including  children's  services,  services  to  youth  and  adolescents  as  well  as  to 
drug  dependent  and  alcoholic  patients. 

The  Central  City  Team  will  distribute  its  personnel  to 
St.  Francis  Hospital,  Hospitality  House  and  Canon  Kip  Community  House 
with  a liaison  person  at  the  District  Health  Center  No.  4.  The  personnel 
assigned  to  the  Chinatown -North  Beach  Team  will  work  out  of  Cameron  House, 
Chinese  Hospital,  Telegraph  Hill  Neighborhood  House  and  District  Health 
Center  No.  4.  The  distribution  of  personnel  of  each  Team  to  the  various 
agencies  will  be  the  responsibility  of  the  Center  Director  working  with  the 
Participating  Agency  Directors  composing  the  Northeast  Mental  Health. 


Case  supervision  and  planning  for  patient  care  will  be  super- 
vised by  a Team  Supervisor,  chosen  by  the  Center  Director.  Patients  will  be 
distributed  within  the  Team  with  a member  assuming  the  role  as  primary  therapist 
for  each  patient.  That  person  will  be  expected  to  use  other  members  of  the 
Team,  the  Participating  Agency,  other  Center  staff  not  affiliated  with  that 
Team  and  all  other  pertinent  community  resources  in  effecting  a treatment 
plan  for  the  patient  assigned  to  him.  State  hospitalization  will  be  available 
only  after  other  alternatives  have  been  explored  and  tried. 

The  internal  organization  of  the  Teams,  how  patients  are 
distributed  to  which  members  and  such  details  are  the  responsibility  of  the 
Team  supervisor.  All  patients,  if  not  assigned  to  a physician  as  primary 
therapist,  will  have  a medical  consultant  for  appropriate  medication  and 
services  which  can  only  be  rendered  by  a physician. 

With  Team  members  spread  throughout  a geographical  area 
of  the  City,  planning  and  coordination  is  important.  Whenever  a person  con- 
tacts a Team  member  for  services,  that  member  should  communicate  with  the 
Center  administrative  section  to  ascertain  whether  or  not  that  person  has 
received  — or  is  receiving  — services  from  any  component  of  the  mental 
health  services  and  if  so,  insofar  as  possible  the  patient  will  be  returned  to 
the  staff  member  who  had  previously  seen  him.  A record  will  be  kept  both  for 
identification  as  well  as  for  research  purposes  on  all  patient  contacts  within 
the  Northeast  District,  the  current  status  of  the  case,  the  disposition  and  the 
staff  members  contacted.  While  the  usual  level  of  medical  privilege  will 
govern  the  handling  of  this  information,  it  will  be  available  on  a twenty- 
four  hour  basis  for  use  of  Center  staff. 
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Each  team  will  have  one  total  tear  meeting  weekly  pres, 
over  by  the  Team  supervisor.  Supervising  staff  members  of  the  Participatir. 
Agencies  will  also  attend  for  discussion  of  Team  functioning  as  well  as  cor 
siderations  of  program  development.  Once  monthly,  a Team  administrativ 
meeting  will  be  attended  by  the  Center  Director  or  the  assistant  Center 
Director  so  that  Team  members  can  maintain  contact  with  what  is  going  c. 
over  the  entire  District. 

Team  members  will  be  encouraged  to  contact  members  of  off 
Teams  or  Units  within  the  District  not  only  for  information  relative  to  care  o, 
a specific  patient  but  to  share  contacts  with  other  agencies  concerning  care  c 
that  patient. 

The  relationship  between  the  two  Mental  Health  Teams  ana 
those  staff  members  assigned  to  the  St.  Francis  inpatient  service  and  Hospital 
ity  House  should  be  a close  one.  If  a team  member,  with  proper  consultation 
determines  that  a patient  needs  to  be  hospitalized,  the  patient  will  be  admitted 
to  the  inpatient  service  at  St.  Francis  Hospital.  Primary  therapeutic  responsi 
bility  remains  with  the  team  member  who  should  be  available  for  rounds 
at  least  a member  of  his  team  knowledgeable  about  the  patient  should  be 
vailable  — as  well  as  to  inform  the  nursing  personnel  at  the  hospital  of  c, 
special  problems.  As  far  as  practicable,  each  member  of  the  hospital  base 
staff  will  work  with  one  of  the  two  teams,  though  of  course  exigencies  of 
personnel  forbid  rigidity  in  this  area.  The  Ward  Administrator,  who  will  be 
either  a Head  Nurse  or  Supervising  Physician-Specialist,  will  participate  in 
team  rounds  on  patients  on  24-hour  or  Partial  Hospitalization  status  and  ac 
as  coordinator  for  the  various  programs  and  assist  in  patient  flow. 


The  staff  assigned  to  Hospitality  House  will  have  a function 
similar  to  that  of  the  hospital  based  staff  at  St.  Francis  Hospital.  These 
staff  members  will  provide  program  and  back-up  services  to  patients  being 
treated  by  various  team  members  — more  than  likely,  the  majority  of  the 
cases  will  belong  to  the  Central  City  Mental  Health  Team  — participate  in 
team  meetings  and  most  important,  act  as  case  finders  and  street  workers. 
Direct  supervision  of  *-he  staff  assigned  to  Hospitality  House  would  rest  with 
the  supervisor  of  the  Central  City  Mental  Health  Team  in  collaboration  with 
the  Director  of  Hospitality  House.  Further  functions  will  be  delineated  in 
the  section  in  which  the  Drug  Treatment  Program  is  described. 

Each  team  supervisor's  schedule  should  be  such  that  time  is 
st  aside  for  supervisory  meetings  with  team  members  and  collaborative 
meetings  with  supervisory  personnel  of  the  Participating  Agencies  from  whic 
he  Team  operates.  Similarly  senior  personnel  assigned  to  teams  must  sev 
jside  times  for  meetings  with  the  Northeast  Mental  Health  Council. 

Patients  calling  in  to  any  of  the  areas  to  which  Center  per 
.onnel  are  assigned  to  inquire  about  services  will  be  referred  to  that  facility 
nearest  their  home.  While  the  telephone  routinely  will  be  answered  by  a 
eierk-receptionist  or  counselor-specialist,  such  calls  will  be  transferred  tc 
the  team  professional  available  for  pertinent  information  and  guidance. 
Attempts  are  underway  with  the  Telephone  Company  to  provide  one  numoe: 
:or  both  the  24-hour  emergency  areas.  A number  which  is  an  acronym  - 
.’or  example  776-2536  which  on  the  dial  spells  PRO-BLEM  — would  be  p 
sized  as  the  number  to  cal!  for  osychiatric  information  and  emergemi. 


IV.  Description  of  Proposed  Services 


For  the  purposes  of  this  narrative,  the  proposed  services  to 
be  provided  will  be  divided  into  the  component  parts  found  in  the  grant  applica- 
tion . 

(1)  INPATIENT  SERVICES 

The  proposed  Inpatient  Service  for  the  Northeast 
Mental  Health  District  will  be  located  at  the  St.  Francis  Memorial  Hospital 
and  at  the  San  Francisco  General  Hospital,  the  latter  for  detoxification  ser- 
vices for  alcohol  and  drug  dependent  persons  including  withdrawal  from 
narcotics.  The  latter  will  be  described  in  the  section  under  specialized 
services.  Chinese  House  has  indicated  its  intention  of  having  inpatient 
beds,  though  at  this  time,  these  are  not  available. 

Patients  would  come  to  the  Inpatient  Services  as 
follows-  after  having  been  seen  and  evaluated  at  one  of  the  drop-in  facilities 
covered  by  each  Team;  as  a result  of  a referral  by  a Team  member  subsequent 
to  a home  visit;  after  having  been  brought  to  the  24-hour  Emergency  Psychiatric 
Area  at  St.  Francis  Hospital  or  Hospitality  House  either  by  friends  and  relatives 
or  by  the  Police  pursuant  to  appropriate  articles  of  the  law;  as  a result  of  a 
Detention  Order  of  a Superior  Court  Judge  after  a relative  or  other  interested 
person  has  initiated  a petition  alleging  a mental  disorder  and  a pre-petition 
examination  was  conducted  by  a Center  staff  member;  by  coming  to  any  of  the 
Center  facilities  voluntarily  and  requesting  inpatient  admission. 

A central  core  of  nursing  personnel  under  the  immediate 
supervision  of  a ward  administrator  will  be  assigned  to  the  St.  Francis  Hospital 
to  assure  complete  coverage  and  to  provide  program  for  patients  placed  there. 


. 
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Treatment  responsibility  remains  with  the  appropriate  personnel  of  eoch  of 
the  two  Mental  Health  Teams.  Team  members  will  be  expected  to  conduct 
rounds  on  patients  hospitalized  on  24-hour  or  partial  hospitalization  status, 
write  orders,  chert  and  keep  records  at  a frequency  consistent  with  good  level 
care  and  accreditation  rules.  The  responsibility  of  the  ward  administrator 
will  be  to  coordinate  team  efforts  and  supervise  the  program. 

Program  emphasis  will  be  on  the  socially  democratic 
therapeutic  milieu,  stressing  participation  of  as  much  staff  as  is  consistent 
with  running  the  service,  this  to  encourage  patient  responsibility  for  participa- 
tion In  treatment  planning  and  early  return  to  his  neighborhood.  One  aspect 
of  the  milieu  would  be  a daily  community  meeting  consisting  of  members  of 
the  24-hour  staff,  representatives  of  the  Teams,  the  Ward  Administrator  and 
the  patients.  There  would  be  an  emphasis  on  therapeutic  group  activities, 
group  therapy,  educational  groups,  occupational  therapy  and  recreational 
groups  in  the  evenings  as  well  as  during  the  day.  Individual  and  family 
therapy  would  be  applied  as  indicated.  These  social  rehabilitative  programs 
would  be  designed  to  maintain  and  foster  involvement  both  in  the  Center  and 
in  the  community  and  would  particularly  involve  the  Occupational  Therapist 
and  Recreation  Directors.  Patients  would  be  encouraged  to  plan  and  carry 
out  self-help  projects  such  as  car  washes,  doughnut  sales,  etc.,  in  order  to 
raise  money  for  their  activities. 

As  well  as  encouraging  patients  to  move  from  the 
Center  into  the  community,  so  would  we  wish  to  encourage  the  movement 
of  the  community  into  the  Center,  using  such  modalities  as  family  therapy, 
conjoint  family  group  therapy,  open  houses,  programs  in  mental  health 


. 


education,  etc. 


In  keeping  with  the  principle  of  minimizing  disruption, 
patients  would  remain  on  24-hour  status  as  short  a time  as  would  be  consistent 
with  a good  level  of  care.  Certain  involuntary  patients,  those  brought  in 
on  a petition  alleging  a mental  disorder,  could  remain  a maximum  of  seven- 
teen days  (thirty-one  if  suicidal)  against  their  will  and  provisions  for  further 
long  term  care  would  be  available  when  required. 

(2)  EMERGENCY  SERVICES 

The  proposed  Emergency  Services  will  have  three 
program  components:  24-hour  psychiatric  emergency  area  which  will  be 
located  at  St.  Francis  Memorial  Hospital,  a 24-hour  drop-in  service,  mainly 
for  drug  and  alcohol -related  problems  — though  not  limited  to  those  — at 
Hospitality  House  and  walk-in  services,  usually  restricted  to  the  working 
day,  at  each  of  the  Participating  Agencies. 

The  24-hour  service  at  St.  Francis  during  the  day 
wi  II  be  covered  by  components  of  the  Team  assigned  to  the  Central  City  area. 
The  night  and  weekend  medical  coverage  will  be  provided  by  each  staff  and 
senior  physician  on  rotation.  Patients  arriving  at  those  hours  will  be  assigned 
to  staff  members  at  Team  meetings  the  following  day  if  further  services  have 
been  indicated.  Involuntary  cases  will  be  brought  here  by  police  or  other 
authorized  agencies. 

At  Hospitality  House,  which  is  in  the  center  of  the 
Tenderloin,  a round-the-clock  drop-in  clinic  will  be  established.  This  will 
have  provisions  for  the  rapid  transfer  of  patients  to  the  St.  Francis  Hospital 
24-hour  service  if  such  is  indicated,  this  being  only  eight  city  blocks  away. 


Wuese  setrvoees  wiEi  be  provided  during  the  day  by  rhe  component  or 
Central  City  Team  which  covers  Hospitality  House  as  well  as  by  those 
Counsel  or -specialists  assigned  to  that  area.  The  details  of  this  coverage 
will  be  the  responsibility  of  the  Team  supervisor  and  the  Director  of 
Hospitality  House.  The  evening  and  weekend  coverage  will  be  the  respons. 
bility  of  the  counselor -specialists  assigned  to  the  Hospitality  House  program 
with  back-up  both  from  physicians  voluntarily  donating  their  time  (a  program 
which  is  now  being  instituted)  or  in  their  absence  from  the  Center  physician 
who  is  on  call  for  the  entire  District.  Patients  coming  into  Hospitality 
House  will  be  the  responsibility  of  the  members  of  the  Central  City  team  fc 
ongoing  treatment. 

Each  of  the  other  Participating  Agencies  to  which 
Center  staff  are  assigned  will  provide  drop-in  services.  These  services  will 
consist  of  information,  evaluation  for  treatment  and  referral  to  appropriate 
modalities.  Crisis  intervention  treatment  as  well  as  engaging  the  person  in 
longer  term  therapy  can  of  course  result  from  the  initial  contact.  Agencies 
in  the  Chinatown -North  Beach  and  Central  City  areas  will  be  given  the 
telephone  numbers  of  the  Participating  Agency  closest  to  them  so  that  should 
emergencies  arise,  contact  with  Center  staff  should  not  be  delayed.  Home 
visits  will  be  a service  offered. 

A twenty-four  hour  telephone  service  for  emergency 
calls,  information  and  releted  entities  will  be  available  to  District  resident 
<gs  well  as  other  agencies „ 


. 


(3)  PARTIAL  HOSPITALIZATION  AND  DAY  CARE 
SERVICES 

Partial  Hospitalization  services  will  be  available  at 
St.  Francis  Memorial  Hospital.  Day  care  programs  will  be  available  at 
Hospitality  House  for  young  adults  and  adolescents  and  drug  dependency 
problems  and  at  Center  headquarters  — currently  the  District  Public  Health 
Center.  A day  care  program  for  children  will  be  available  at  Canon  Kip, 
Telegraph  Hill  and  Cameron  House.  See  section  on  Development  of  existing 
services  for  program  description  of  those  agencies. 

The  partial  hospitalization  services  at  St.  Francis 
Hospital  will  be  under  the  immediate  supervision  of  the  Ward  Administrator 
of  that  facility.  While  the  24-hour  and  Partial  Hospitalization  services  will 
employ  similar  therapies,  naturally,  those  patients  who  are  hospitalized  for 
only  part  of  the  day,  will  have  a greater  emphasis  on  group  activities  which 
take  them  away  from  the  hospital  proper.  Those  staff  members  assigned  to  the 
Hospital  will  take  part  in  the  Partial  Hospitalization  activities  and  use  of 
counselor-specialists  in  the  off-hospital  aspects  of  the  program  will  be  en- 
couraged . 

Social  rehabilitative  efforts  designed  to  strengthen 
the  patients  contacts  with  the  community  and  his  family  will  be  used,  e.g.  — 
conjoint  family  therapy  either  individually  or  in  multiple  family  groups  — 
and  involving  such  persons  as  employment  counselors  will  be  an  important 
program  facet.  By  having  more  integrated  patients  in  a helping  capacity  to 
those  still  on  a 24-hour  program,  such  as  supervising  car  washes  and  ward 
projects,  the  former  group  can  begin  to  recultivate  their  socialization  and 
organizational  skills. 
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Patient  status  can  freely  change  between  24-hour  care 
and  partial  hospitalization  as  the  Teams  and  hospital -based  staff  will  move  between 
these  services  and  there  will  be  no  administrative  barriers  to  such  status  change 
Also  the  groups  programs  of  partial  hospitalization  will  easily  merge  into  similar 
outpatient  programs,  again  because  of  Team  continuity  of  care. 

The  decision  when  to  move  a patient  from  24-hour  to 
partial  hospitalization  will  be  made  at  Team  meetings  based  on  information 
received  from  the  hospital -based  staff  as  well.  Similarly,  a patient  can  be 
moved  into  24-hour  care  when  indicated  from  partial  care  from  his  initial 
contact  at  one  of  the  drop-in  areas.  In  each  case,  the  concept  of  Team  con- 
tinuity will  provide  for  a program  of  continuous  care. 

The  Day  care  programs  are  to  be  differentiated  from 
partial  hospitalization  in  that  the  activities  are  not  as  rigidly  structured  or 
prescribed  for  the  patient  as  is  the  case  in  the  latter  modality.  While  patients 
in  these  programs  will  be  seen  in  either  individual  or  group  sessions  by  the 
responsible  Team  member  at  the  day  care  area,  much  of  the  remainder  of  the 
time  will  be  concerned  with  resocialization  and  similar  efforts.  The  programs 
for  children  and  those  related  to  drug  dependency  will  be  described  under 
other  sections. 

(4)  OUTPATIENT  SERVICES 

Outpatient  care,  which  will  be  available  at  all  the 
Participating  Agencies,  will  provide  a full  spectrum  of  therapeutic  techniques. 

Not  only  will  transitional  services  be  available  for  patients  leaving  a 24-hour 
or  partial  hospitalization  and  returning  to  the  community,  but  "traditional" 
outpatient  psychiatric  care  such  as  individual,  group  and  supportative  medication 


therapy  can  be  offered  to  patients.  Furthermore , services  such  as  vocational 
training,  help  In  job  placement,  assistance  to  housewives  In  child  caring, 
social  therapy  clubs  and  the  like  must  be  considered  as  adjunctive  forms  of 
patient  care.  Outpatient  team  functioning  will  be  supervised  in  meetings 
of  Assistant  Center  Director  and  team  supervisors. 

Team  members  rotating  through  the  various  emergency 
and  drop-in  services  would  in  effect  be  providing  odmission  services  to  all 
aspects  of  the  Northeast  Program  and  could  continue  with  patients  in  out- 
patient care  from  their  first  contact. 

Along  with  the  Team  members  providing  continuity, 
in  this  mode  of  treatment,  the  role  of  the  counselor-specialist  will  be  an 
important  one.  The  proposed  program  calls  for  the  use  of  these  indigenous 
persons  both  in  a case-finding  and  in  relationship  areas  and  it  is  intended  to 
make  use  of  their  special  skills,  obtained  from  knowledge  of  the  patient's 
immediate  neighborhood,  to  provide  a more  relevant  form  of  support  and 
treatment  for  the  patient.  This  assumes  great  importance  in  considering  the 
ethnic  and  cultural  mix  of  the  Northeast  District.  Bilingual  skills,  both  in  the 
indigenous  workers  and  in  Team  members  thus  must  be  a factor  in  choosing 
personnel  to  work  within  this  program. 

(5)  CONSULTATION  AND  EDUCATION 

All  Team  members  will  be  expected  to  provide  con- 
sultation to  agencies  and  groups  within  the  Northeast  District  both  on  program 
and  around  individual  case  management.  Whenever  possible,  outside  ogencies 
will  be  encouraged  to  maintain  their  contacts  with  patients  with  Team  members 
supplying  consultation;  such  an  approach  would  be  in  line  with  the  develop- 


mens’  of  community  resources  as  well  as  providing  a realistic  orientation  to  the 
capabilities  of  a mental  health  team.  As  described  under  "Existing  Services" 
staff  members  currently  provide  such  services  to  a few  agencies  — New  Start 
Center,  Health  Center  No.  4 — and  these  would  be  expanded  and  diversified 
with  this  proposal. 

Emphasis  in  consultative  and  educational  efforts  will 
be  on  dealing  with  crises  promptly  as  well  as  on  expanding  services  for  pri- 
mary prevention.  Too  often,  residents  of  the  Northeast  District  do  not  avail 
themselves  of  mental  health  services  until  a crisis  compels  this  but  they  can 
be  contacted  through  neighborhood  action  groups,  churches,  school,  etc. 

To  assist  those  groups  in  managing  marginal  individuals  as  well  as  to  sharpen 
their  perceptions  relative  to  personal  disruption  can  have  the  long  term  effect 
of  decreasing  the  incidence  of  serious  mental  disorder  by  instituting  remedial 
measures  while  other  supports  still  are  available.  Such  contacts  will  magnify 
our  "eyes  and  ears"  many  times  over  and  provide  mental  health  services  to 
persons  whose  relationships  may  not  be  able  to  be  extended  beyond  their 
immediate  church  group  or  similar  structure. 

Similarly,  all  Team  members  should  expect  to  be 
called  upon  by  neighborhood  groups,  schools,  P.T.A.  's  and  like  organizations 
for  formal  presentations  and  programs  in  mental  health  or  related  fields  such 
as  child  care,  drug  abuse,  etc. 

(6)  PRECARE  AND  AFTERCARE 

The  Teams  will  work  closely  with  Napa  and  Mendocino 
State  Hospitals  so  that  patients  being  returned  to  the  Northeast  District  from 
those  Hospitals  will  not  enter  therapeutic  vacuums.  The  staff  at  the  hospitals 
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has  stated  that  they  intend  ro  work  closely  with  our  Teams  so  that  prior  . 
patient's  being  discharged,  we  will  be  notified  and,  if  possible,  have  a 
counselor  escort  the  patient  back  to  his  home,  see  that  he  is  settled  and  be 
sure  that  the  follow-up  care  is  arranged.  Insofar  as  is  possible,  patients 
returning  to  the  Northeast  District  will  continue  with  the  Team  member  with 
whom  they  had  contact  prior  to  leaving  the  area. 

Provisions  of  the  Mental  Health  Act  of  1969  (see 
appendix)  provide  that  prior  to  the  initiation  of  a petition  alleging  a mental 
disorder,  a pre-petition  interview  with  the  putative  patient  is  necessary.  I 
at  that  time  the  person  appears  to  be  in  need  of  services  of  the  Center,  then 
all  efforts  should  be  undertaken  to  see  that  these  services  can  be  delivered  to 
the  person  voluntarily.  This  in  effect  means  the  setting  up  of  a treatment 
regimen  with  the  person,  his  family  or  other  significant  people  and  will  b^ 
considered  to  be  a responsibility  of  the  Mental  Health  Teams. 

Those  persons  felt  to  be  mentally  disordered  to  th<= 
extent  they  pose  a potential  danger  to  themselves  or  to  others,  or  are  gravely 
disabled,  and  who  refuse  all  other  modes  of  delivery  will  be  brought  into  the 
Hospital  for  diagnostic  evaluation  and  treatment  planning.  These  persons  will 
oe  the  responsibility  of  the  team  members  making  the  original  contact. 

Relatives  of  potentially  mentally  disordered  persons 
will  be  instructed  to  telephone  the  nearest  Participating  Agency  or  the  emer- 
gency telephone  number  to  get  information  as  to  how  to  proceed  under  the  new 
law's  provisions. 
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(7)  TRAINING 

As  all  aspects  of  the  Northeast  District  program  will 
involve  the  use  of  indigenous  residents  of  the  District  as  New  Careerists, 
counselor-specialists  or  case  aides,  professional  members  of  Teams  will  have 
a training  as  well  as  a supervisory  function. 

At  this  time,  a Training  Grant  request  sponsored 
jointly  by  the  Northeast  Mental  Health  Services  and  Operation  Motivation 
is  under  preparation  for  submission  to  the  National  Institute  of  Mental  Health. 
This  proposal  calls  for  training  indigenous  persons  of  various  ethnic  origin 
for  positions  as  counselor-specialists  within  the  Drug  Treatment  Program  of 
the  Northeast  Mental  Health  District.  Also,  offering  training  to  other  pro- 
fessionals such  as  school  counselors  and  probation  and  parole  officers  with 
our  trained  counselor-specialists  is  a phase  of  this  proposal.  For  the  purposes 
of  training  the  initial  counselor -specialists,  a Technical  Panel  of  professional 
persons  of  varied  disciplines  is  being  set  up.  Subsequently  these  persons  will 
continue  as  Consultants  and  resource  persons.  Should  the  grant  application 
be  unsuccessful,  training  of  counselor -specialists  will  be  undertaken  by  Team 
members  supervising  the  counselors  on  their  Teams. 

In  this  preliminary  training,  the  counselor-specialists 
will  be  taught  how  to  deal  with  the  varying  facets  of  youth  and  adolescent 
problems,  how  to  relate  to  clients  and  how  to  motivate  these  clients  into 
treatment.  Counselors  will  be  assisted  in  developing  skills  of  collaboration 
and  consultation  to  various  groups  — e.g.  parole  officers,  heretofore  con- 
sidered as  adversaries.  An  initial  training  program  would  consist  of  the 
following:  the  psychology  of  adolescence  with  case  histories;  the  psychodynami< 


. 


of  drug  dependence,  sexual  deviance  and  anti -social  behavior;  discussion  of 
the  medical  aspects  of  drug  dependence,  alcoholism  and  withdrawal  symptoms; 
discussion  of  therapeutic  approaches  to  these  problems  as  well  as  to  those  of 
sexual  deviation  and  anti -social  behavior;  discussion  of  other  existing  programs 
and  site  visits  insofar  as  is  possible  — e.g.  Synanon,  Center  for  Special 
Problems,  Mendocino  State  Hospital;  first  aid;  continuous  case  supervision. 

Continuous  inservice  training  involving  seminars, 
staff  conferences,  individual  conferences  and  presentations  by  visiting  experts 
will  be  a part  of  the  Northeast  District  program  available  to  all  staff  members 
of  all  Participating  Agencies.  Arrangements  for  such  inservice  training  will 
be  the  responsibility  of  the  Supervising  Clinical  Psychologist  in  conjunction 
with  the  Northeast  Mental  Health  Council.  A program  of  events  of  interest 
will  be  published  and  distributed  city-wide. 

It  is  anticipated  that  the  facilities  of  the  Participating 
Agencies  in  the  Northeast  District  will  be  available  for  field  placements  for 
students  of  various  Bay  Area  colleges.  How  the  University  of  California 
Medical  School  program  will  be  tied  into  that  of  the  Northeast  District  has 
not  yet  been  explored.  The  School  of  Nursing  at  San  Francisco  City  College 
has  indicated  interest  in  utilizing  our  facilities  as  placements  for  their  senior 
students  as  has  the  graduate  public  health  division  of  the  University  of  Cali- 
fornia Nursing  School. 

(8)  RESEARCH 

All  programs  of  research  will  fall  under  the  immediate 
supervision  of  the  Supervising  psychologist  working  in  cooperation  with  the 
Northeast  Mental  Health  Council.  A team  to  evaluate  methods  of  delivery 


and  effectiveness  of  mental  health  services  in  a multi-racial  urban  catchment 
area  would  be  an  important  adjunct  to  these  services. 

(9)  SPECIALIZED  SERVICES 

To  a great  extent,  the  general -specialized  ratio  of 
the  Northeast  District  is  a reversal  of  that  found  in  other  areas  of  San  Francisco. 
For  the  purposes  of  this  description  these  services  will  be  subdivided  into 
topical  entities,  though  of  course  in  their  delivery,  such  will  not  occur. 

(a)  Hall  of  Justice  Team 

This  unit,  consisting  of  three  male  nurses, 
two  psychiatric  technicians,  a part-time  physician  supplied  by  the  Central 
City  Team  and  counselor-specialists  as  assigned  by  the  Center  Director  will 
be  under  the  direct  supervision  of  the  Center  Director.  The  team  will  be 
situated  in  the  City  Prison,  a 650  "bed"  temporary  detention  facility  located 
on  the  sixth  floor  of  the  Hall  of  Justice  and  will  have  the  specific  function 
of  providing  diagnostic  and  crisis  treatment  services  to  inmates  of  the  Prison. 
Such  inmates  can  be  referred  to  the  Team  by  the  Municipal  Courts,  other 
health  professionals  attending  inmates  at  the  Prison,  prison  personnel,  etc. 

By  providing  psychiatric  nurses  and  psychiatric  technicians  on  a 
seven  day  24-hour  basis,  parenteral  medications  ordered  by  a physician  can 
be  administered.  The  counselor  specialists  can  assist  in  arranging  for  appro- 
priate follow-up  services  for  the  inmate  after  the  resolution  of  his  legal 
difficulties.  No  such  services  currently  exist  and  inmates  are  discharged 
with  vague  orders  for  seeking  psychiatric  care  but  without  knowledge  of  how 
to  go  about  doing  this. 


Another  function  of  this  Team  will  be  tc 


provide  triage  services  to  the  Municipal  Court  which  handles  arrests  due  to 
alcoholism  — i.e.  "drunk  court.  " Persons  so  triaged  can  be  sent  to  the 
Northeast  Detoxification  Service  at  San  Francisco  General  Hospital,  the 
Center  for  Special  Problems,  the  proposed  Alcohol  Program  of  the  Community 
Mental  Health  Services,  Mendocino  State  Hospital  or  other  existing  agencies 
which  will  provide  appropriate  services  to  these  persons. 

(b)  Childrens  Services 

Both  of  the  Mental  Health  Teams  will  be 
expected  to  care  for  disturbed  children  and  offer  treatment  to  them  and  to 
their  parents  wherever  indicated.  Consultation  with  the  schools  and  other 
agencies  also  will  be  a responsibility  of  the  Mental  Health  Teams. 

Inpatient  facilities  for  children  will  continue 
to  be  provided  by  contract  with  the  McAuley  Neuropsychiatric  Institute  and 
Napa  State  Hospital  pending  completion  of  the  new  Childrens  Unit  at  the 
San  Francisco  General  Hospital  in  1972. 

Assigned  to  Canon  Kip,  Telegraph  Hill  and 
Cameron  House  will  be  child  care  units  consisting  of  a recreation  director 
and  craft  instructor  as  well  as  counselor-specialists.  These  units  will  provide 
day  programs,  stressing  activity  and  play  therapies,  and  will  function  in 
close  collaboration  with  the  San  Francisco  Unified  School  District  and  its 
planned  Therapeutic  Educational  Center.  Each  child  using  a day  care  unit 
will  have  a therapist  from  one  of  the  Mental  Health  Teams  — more  than  likely 
the  staff  member  will  have  the  entire  family  as  his  therapeutic  responsibility. 

Such  day  care  units  which  by  the  appropriate 
use  of  mothers  taking  turns,  should  be  able  to  provide  services  through  six  o'clock 


each  evening.  These  units  ought  to  provide  services  not  only  to  working 
mothers  but  also  should  accept  children  for  several  hours  supervision  so  that 
mothers  might  have  time  to  shop,  go  to  beautician  — in  other  words  to  be 
away  from  their  children  for  a brief  while,  which  can  be  an  important  preventa- 
tive measure  for  all  concerned. 

(c)  Geriatrics  Services 

Each  team  will  receive  referrals  for  casework 
or  other  mental  health  services,  including  screening  for  petitioning  and  place- 
ment, for  persons  over  sixty-five  who  are  having  increased  environmental 
problems.  Here,  collaboration  and  consultation  with  other  agencies  can  uncover 
new  facilities  and  a conscientiously  applied  program  of  home  (or  nursing  home) 
visiting  and  care  can  avoid  many  hospitalizations. 

(d)  Drug  Treatment  Program  (Youth  and 

Adolescent  Services) 

The  comprehensive  drug  treatment  program 
which  will  be  offered  to  residents  of  the  Northeast  Mental  Health  District 
will  have  evaluation,  treatment,  consultation  and  education,  training  and 
research  components.  Personnel  from  Operation  Motivation,  the  Haight- 
Ashbury  Medical  Clinic,  the  Tenderloin  Committee,  Hospitality  House  and 
the  Northeast  Drug  Treatment  Unit  have  collaborated  in  developing  this  program. 

All  of  the  Participating  Agencies  will  serve 
as  contact  centers  — i.e.  places  where  persons  with  problems  related  to  drug 
dependence  will  be  triaged.  This  will  be  done  by  both  Mental  Health  Teams. 

The  flow  sheet  on  the  next  page  explains  a patient's  progress  through  the 
program.  As  a component  of  the  Central  City  Team  will  be  at  Hospitality 
House,  undoubtedly  these  persons  will  probably  be  involved  with  the  drug 
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<-eatme»  program  o a great  ^xter  personnel  of  the  Chinatowr 

North  Beach  Team.  The  services  will  be  designed  and  programmed  to  deal  with 
the  spectrum  of  social  and  psychiatric  problems  seen  in  disaffiliated  and 
alienated  young  adults  and  adolescents.  Because  of  the  nature  of  the  North- 
east District  as  well  as  the  composition  of  the  various  Participating  Agencies, 
the  personnel  who  will  staff  the  drug  treatment  program  will  themselves  be  of 
a varied  ethnic  and  cultural  mix,  with  different  language  skills. 

A person's  first  contact  irrespective  of  the 
referral  source  will  be  with  one  of  the  Mental  Health  Team  members,  probably 
a counselor -special  ist . Because  of  the  degree  of  alienation  amongst  the 
fifteen  to  twenty-five  year  age  group,  especially  as  it  applies  to  drug  depend- 
ence, alcoholism,  and  problems  of  sexual  identity  and  acting-out,  many  of 
these  young  persons  will  not  seek  care  so  that  aggressive  case  finding  will  be 
necessary.  This  means  street  work  and  here  the  indigenous  counselor -special  ist, 
himself  a resident  of  the  immediate  community  who  in  the  past  might  have  had 
similar  problems,  will  play  a major  role  as  a Team  component.  The  evaluation 
and  screening  functions  of  the  Drug  Treatment  Program  will  be  operated  on  a 
24-hour  basis  at  the  Hospitality  House  as  will  the  outreach  activities.  The 
Team's  responsibility  will  be  structured  so  that  the  client  will  be  motivated  to 
use  it  beyond  the  current  circumstances  and  will  attempt  to  provide  more  than 
temporary  relief  of  problems  and  pressures  — e.g.  in  the  case  of  a person  com- 
plusively  dependent  upon  narcotics,  the  goal  of  the  Team  in  working  with  the 
person  would  be  to  look  beyond  withdrawal  and  toward  assisting  the  person 
in  coping  with  those  pressures,  external  and  internal,  which  caused  him  to 
choose  drugs  in  the  first  place.  To  accomplish  this,  the  Team  should  be  pre- 
pared to  use  any  appropriate  technique. 


If  at  the  time  of  the  initial  contact,  the 
person's  status  is  such  that  detoxification  services  are  required,  he  will  be 
referred  to  the  appropriate  unit  at  the  San  Francisco  General  Hospital. 

The  Detoxification  Unit  of  the  Northeast  Mental  Health  Services  will  be 
available  to  those  persons  who  while  toxic  from  the  ingestion  of  a psycho- 
tropic agent  nevertheless  are  conscious  and  oriented.  Persons  who  are  comatose 
or  disoriented  will  be  taken  to  the  emergency  medical  area  of  the  nearest 
hospital  or  to  San  Francisco  General  Hospital  for  a more  intense  investigation 
of  the  differential  diagnosis.  Others  may  not  require  hospitalization  for  the 
toxic  effect  of  the  drug  itself  but  may  require  psychiatric  hospitalization 
because  of  their  potential  risk  to  themselves  or  to  others.  As  many  of  these 
decisions  are  beyond  the  training  of  a non-medical  person,  a physician  — 
other  than  those  on  the  Central  City  Team  — will  be  available  at  Hospitality 
House  for  backup  consultation.  This  physician  also  will  have  responsibilities 
at  the  Detoxification  Unit. 

Another  aspect  of  Detoxification  is  that 
of  withdrawal  from  heroin  and  barbiturate  addiction.  At  this  time,  this  pilot 
program,  the  only  heroin  withdrawal  program  within  San  Francisco  services, 
has  been  in  operation  over  eighteen  months  utilizing  personnel  of  the  inpatient 
psychiatric  service  (see  appendix).  Narcotic  withdrawal  in  California  is  at 
this  time  permissible  only  in  certain  hospitals  so  designated  by  the  Attorney- 
General  of  the  State.  With  the  development  of  a new  detoxification  service 
staffed  by  persons  who  have  had  training  in  the  problems  of  drug  dependency 
and  who  know  the  patient,  modification  of  the  current  regimen  insofar  as 
heroin  withdrawal  to  more  of  an  outpatient  program  is  a possibility.  Assur- 
ances have  been  received  from  appropriate  Legislators  and  contacts  with  the 


. 


State  Bureau  of  Narcotics  Enforcement  have  been  made  which  indicate  that 
with  such  a program  plan  as  is  outlined  in  this  grant  proposal  that  the  Northeast 
District  Drug  Treatment  Plan,  co-sponsored  by  the  Haight-Ashbury  Medical 
Clinic,  would  be  designated  as  the  Northern  California  program  for  heroin 
withdrawal  research  by  the  Legislature.  This  would  envisage,  in  part,  a 
methadone  maintenance  project  as  well  as  other  investigative  techniques. 

Subsequent  either  to  detoxification  or  to 
initial  screening,  the  person  will  go  into  an  evaluation  group,  in  which  the 
screening  staff  member  will  participate.  The  length  of  time  that  the  person 
stays  in  this  part  of  the  program  is  dependent  upon  a variety  of  factors  — his 
degree  of  dependence,  personality  pathology,  motivation,  legal  status.  From 
here,  the  appropriate  treatment  modality  will  be  designed  for  the  person. 

The  community  based  treatment  program  for 
drug  dependence  and  other  youth  and  adolescent  problems  is  the  heart  of  the 
program.  As  with  other  facets  of  the  Northeast  District  program,  prime  responsi- 
bility remains  with  the  person  making  the  initial  contact  with  the  patient, 
although  other  staff  members  will  be  available  to  assist  in  program  management. 
Community  based  treatment  will  be  localized  at  the  Hospitality  House  and  at 
the  Haight-Ashbury  Medical  Clinic,  the  latter  residential.  Here  a program 
with  the  following  objectives  will  be  designed:  to  provide  a structured  and 
stable  environment  for  treatment,  rehabilitation  and  support  of  alienated 
youth;  to  provide  needed  counseling  and  supervision  — supports  which  will 
provide  suitable  adult  role  models  with  whom  youth  can  relate;  to  provide  a 
place  for  the  use  of  peer  group  therapy;  to  provide  transitional  housing  geared 
to  reality  adjustments  as  the  patient  moves  back  into  the  larger  community;  to 


provide  for  community  education  with  school  or  other  professional  personnel 
as  part  of  a program  of  primary  prevention;  to  provide  for  a meeting  place 
for  interested  youth  groups  to  meet  with  each  other  or  with  staff  members  to 
inform  each  other  as  to  trends  within  the  District. 

The  treatment  program  will  have  an  emphasis 
on  group  social  participation  and  interaction,  discussions  and  peer  group  therapy 
which  will  consider  problems  directly  related  to  the  needs  of  the  clients  such 
as  available  work  opportunities,  effective  work  application  techniques,  etc. 

The  use  of  closed  circuit  video  taping  would  be  an  invaluable  adjunct  to 
inservice  training  for  all  District  staff  members  as  well  as  an  effective  tool 
in  the  treatment  of  patients.  Staff  having  patients  under  treatment  in  the  drug 
program  will  be  encouraged  to  maintain  rigid  and  well  defined  limits  as  part 
of  their  treatment  approach.  Many  of  the  treatment  principles  found  success- 
ful in  such  programs  as  that  at  Mendocino  State  Hospital  will  be  employed  — 
e.g.  confrontation,  marathons  — the  departure  here  being  that  such  programs 
have  previously  not  been  a part  of  a Community  Mental  Health  Center  geared 
to  deal  with  problems  posed  by  living  in  an  urban  complex. 

The  training  component  of  the  Drug  Treatment 
Program  will  be  run  in  conjunction  with  Operation  Motivation  and  is  currently 
bei  ng  set  down  in  a proposal  for  a training  grant.  While  parts  of  this  have 
been  described  in  the  section  under  Training,  it  is  important  to  emphasize  that 
this  component  has  a central  role  in  the  Drug  Treatment  Program.  While  the 
immediate  goal  is  the  training  of  indigenous  counselor-specialists  who  would 
work  within  this  and  similar  programs,  because  of  the  variable  ethnic  potential 
available  to  us,  there  are  many  other  opportunities.  As  an  example,  few  efforts 


in  audio-visual  techniq as  plays,  movies  and  the  like  have  been  writ* 

for  ethnic  groups  in  their  patois  and  language.  Producing  such  efforts,  using 
aur  indigenous  personnel  who  have  received  the  benefits  of  the  training  progra 
pose  a challenging  community  educational  opportunity 


VII.  DELIVERY  OF  PROPOSED  SERVICES 


NORTHEAST  MENTAL  HEALTH  DISTRICT 


PARTNERS  IN  CIVIC  CONCERN 
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*inpatient  services  will  not  be  available  at  starting  date  of  program. 


ADMINISTRATION 


As  the  Northeast  District  contains  the  downtown  shopping  and  com- 
mercial areas  of  San  Francisco,  public  transportation  and  arterial  streets  have 
been  laid  out  to  accommodate  the  flow  of  people  from  the  residential  areas, 
generally  in  the  western  area  of  the  City,  to  their  working  areas. 

(A)  Geographic  Considerations: 

The  geography  of  the  Northeast  District  has  been  described  in  the 
General  Introductory  section  of  this  proposal.  To  reiterate,  Nob  Hill  and 
Russian  Hill  effectively  divide  the  northern  part  of  the  District  into  the  China- 
town-North Beach  and  Central  City  areas.  Market  Street  cuts  the  lower 
third  of  the  district  off  from  the  rest,  though  recent  changes  in  the  street 
plan  may  promote  a greater  flow  across  this  arterial  (there  was  until  these 
changes  no  traffic  crossing  market') 

As  a result  of  these  natural  and  psychological  divisions,  services 
have  been  planned  for  the  three  distinct  ethnic  and  pathological  entities 
that  comprise  the  Northeast  District.  Hence,  Mental  Health  Teams  --  with 
bilingual  emphasis  in  Chinatown  — Children  Service  Units  and  Youth  and 
Adolescent  Service  Units  will  be  found  working  out  of  agencies  located  in 
all  three  subsections.  The  inpatient  services  at  St.  Francis  Hospital  (and 
Chinese  Hospital  when  ready)  and  the  detoxification  facilities  at  San 
Francisco  General  Hospital  provide  adequate  coverage  as  do  the  emergency 
and  walk-in  areas  of  the  various  agencies.  The  remainder  of  the  services  are 
geared  to  the  foci  of  varying  pathology  that  surveys  and  census  information 


have  indicated  exist. 


(B)  Transportation  Considerations: 


Practically  every  street  in  the  Northeast  District  which  runs  in 
an  east-west  direction  has  a bus  or  trolley-coach  line,  running  through  the 
District  on  their  way  to  Market  Street.  Only  three  north -south  lines  run 
completely  within  the  District  however. 

Because  of  this  pattern,  insofar  as  was  possible,  no  facility 
serving  any  of  the  functions  in  this  program  was  more  than  two  city  blocks 
from  a north-south  line  and  rarely  more  than  one  city  block  from  an  east-west 
line.  The  24-hour  emergency  service  at  St.  Francis  Hospital  is  less  than  one 
block  from  the  No.  80-Leavenworth  which  runs  north-south  and  one  city 
block  from  the  No.  2-Clement  St.  and  No.  6 1 -Cal ifornia  St.  Cable  Car. 

The  Chinatown  Facilities  all  are  on  the  No.  30-Stockton  St.  line, 
which  is  one  of  the  three  main  north-south  lines  in  the  area,  and  is  less  than 
two  blocks  from  the  No.  15-Third  St.  (a  crosstown  route;  and  the  No.  55- 
Sacramento  St.  which  traverses  the  District  across  its  center  on  an  east-west 
run.  Telegraph  Hill  Neighborhood  House  is  one  city  block  from  the  No.  30 
line,  the  No.  15  line  and  the  No.  41  line,  this  last  route  an  east-wes*  run 
across  the  northern  portion  of  the  District. 

Hospitality  House  and  Canon  Kip  are  both  on  north-south  lines  and 
each  is  less  than  one  block  from  Market  Street  with  its  profusion  of  public 
transportation.  Access  to  the  Hall  of  Justice,  which  is  on  the  No.  25 -Bryant 
St.  line,  is  facilitated  by  transfers  from  the  Nos.  19,  30,  or  15. 

As  public  transportation  is  accessible  and  fares  are  not  prohibi- 
tive (fifteen  cents  at  this  time),  most  of  the  movement  of  patients  and  staff 
can  be  by  this  method,  although  private  automobiles  will  be  employed  as 
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necessary.  Mileage  and  carfare  reimbursements  are  made  to  staff  members  who 
need  to  move  about  in  the  community.  Patients  coming  into  Center  facilities 
on  an  involuntary  basis  will  be  brought  to  St.  Francis  Hospital  by  the  police 
if  relatives  or  citizens  have  notified  them  or  if  the  person  is  acting  in  a bizarre 
manner  in  a public  place.  If  a mental  illness  petition  has  been  signed  by  a 
Superior  Court  judge,  the  person  will  be  picked  up  by  a policeman  specifically 
assigned  to  that  task  and  a medical  steward  in  civilian  clothing  and  an  unmarked 
car . 

(O  Buildings  to  be  Used  'See  map  in  section  on  Proposed  Services) 

Administrative  and  clerical  offices  for  the  Northeast  Mental 
Health  District  will  be  located  at  799  Pacific  Avenue  at  the  corner  of  Stockton 
Street  in  the  center  of  the  Chinese  community.  This  now  houses  the  District 
Health  Center  No.  4 which  will  move  to  a new  District  Health  Center  at 
Broadway  and  Mason  Streets  in  April  1970.  The  offices  are  in  the  ground 
floor  of  the  Ping  Yuen  Housing  Project  and  consist  of  a reception  area,  seating 
ten  persons,  a reception  desk  with  telephones  and  space  for  clerical  personnel  . 
There  are  several  offices  for  professional  use  and  a large  meeting  room  seating 
twenty-five  persons.  There  is  additional  office  space  for  clerical  and  statis- 
tical personnel  as  well  as  adequate  spaces  for  clinical  and  administrative 
records.  All  offices  are  connected  by  an  intercom  ^hat  can  be  used  fo 
wheeling  telephone  calls. 

The  new  District  Health  Center  No.  4 will  pro/ide  three  new 
offices  for  Mental  Health  Services  personnel  from  which  one  of  the  Menfcl 


Health  teams  will  operate. 


. 


St.  Francis  Memorial  Hospital,  occupying  Hyde  Street  between 
Bush  Street  and  Pine  Street  is  currently  constructing  a psychiatric  inpatient 
ward  of  twenty-five  beds.  Also,  there  is  sufficient  space  for  the  partial  hos- 
pitalization program  and  outpatient  care  being  provided.  The  24-hour  emer- 
gency site  will  be  in  the  general  hospital  emergency  area  and  will  provide 
easy  access  to  the  ward  and  to  the  street  for  incoming  patients.  Ambulance 
and  police  service  will  be  facilitated  as  both  Bush  and  Pine  Streets  are  one 
way  as  is  Hyde  Street  in  the  front  of  the  hospital . 

The  detoxification  unit  will  be  placed  on  Ward  93  of  the  San 
Francisco  General  Hospital  until  1972  when  the  new  General  Hospital  is  expected 
to  be  completed.  This  ward,  currently  serving  as  an  inpatient  and  partial 
hospitalization  area,  can  easily  be  converted  to  this  use,  there  being  office 
space  and  compartmenta! ization  for  separation  of  patients  needing  this.  The 
ward  is  accessible  from  the  current  psychiatric  emergency  area  and  a parking 
area  in  the  rear  of  the  building  provides  access  for  ambulances  and  police 
cars. 

Hospitality  House,  which  will  provide  the  Youth  and  Adolescent 
Community  Center  is  a two  storey  building,  containing  approximately  8000 
square  feet  of  usable  space.  The  upper  floor  will  be  used  for  the  day  care  and 
milieu  group  program  and  the  first  floor  can  be  used  for  office,  interview 
clerical  and  walk-in  services.  There  is  also  a basement  area  that  can  easily 
be  converted  to  group  therapy  usage  or  for  temporary  use  as  a "crash  pad 
or  Calm  Center  for  those  persons  experiencing  toxic  drug  reactions  when 
hospitalization  at  the  detoxification  center  is  not  required  Located  in  the 


. 
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center  of  the  Tenderloin  area  at  Leavenworth  and  Turk  Streets,  it  is  a natural 
center  for  outreach,  streetwork  and  other  related  activities  which  seek  to  involve 
disaffected  and  alienated  youth. 

Canon  Kip  Community  House  is  on  8th  and  Natoma  Streets  in  the 
South  of  Market  area.  It  has  sufficient  space  to  house  the  teams  scheduled 
for  placement  there,  with  interview,  group  and  clerical  offices.  A medical 
clinic,  which  is  part  of  the  annex,  can  be  used  by  persons  seeking  assistance 
from  any  of  our  services.  Similarly,  Telegraph  Hill  Neighborhood  House  on 
Lombard  and  Stockton  Streets  and  Cameron  House  on  Sacramento  and  Stockton 
Streets  have  adequate  facilities  to  provide  for  the  services  to  be  operating  out 
of  their  locations . 

Chinese  Hospital  is  currently  engaged  in  assessing  its  structure 
and  while  the  Administrator  has  stated  that  the  facility  is  interested  in  even- 
tually providing  for  inpatient  services,  this  must  await  completion  of  scheduled 
construction.  However,  there  is  ample  room  in  the  existing  clinic  area  from 
which  emergency  walk-in  care  can  be  administered  and  in  liaison  with  Cameron 
House,  there  will  be  sufficient  room  for  scheduled  services.  Chinese  Hospital, 
having  as  well  a group  of  skilled,  bilingual  physicians  of  other  specialties 
provides  not  only  an  excellent  tie  in  with  the  private  physicians  of  the  area 
but  a growing  pool  of  community  oriented  specialists  who  will  be  available 
to  persons  receiving  services  from  the  mental  health  units. 

(D)  Community  Involvement 

The  concept  of  a viable  mental  health  program  for  the  Northeast 


District  has  been  based  on  maximum  community  participation.  At  no  step  in 
the  planning  of  this  program  have  community  agencies  not  played  a role  and  as 


■ 


can  be  seen  by  the  accompanying  letters  detailing  their  interest  — far  beyona 
a one  paragraph  lukewarm  endorsement  — all  facets  of  the  community  expect 
to  play  a large  role  in  the  delivery  of  these  services.  The  program  would  not 
succeed  without  them. 

As  seen  in  a previous  section  — Coordination  with  Community 
Agencies  --  persons  representing  over  55  separate  groups  or  agencies  in  the 
Northeast  District  were  consulted  during  all  phases  of  this  program's  development. 
In  addition  to  the  existing  Partners  in  Civic  Concern,  other  groups  such  as 
Golden  Gate  College,  with  whom  we  are  now  discussing  field  placement  of 
their  students  and  educational  advisors  from  their  staff,  and  VISTA  - Volunteers 
in  Service  to  America  — hope  to  affiliate  themselves  with  the  Northeast 
Partnership  and  provide  further  services. 

This,  however,  is  for  the  future.  The  letters  following  speak  well 
and  confidently  for  the  present  hopes  and  aspirations  posed  by  this  application 


for  the  Northeast  Mental  Health  District.  . 


SAINT 


FRANCIS 


HOSPITAL 


MEMORIAL 


900  HYDE  STREET  . SAN  FRANCISCO  94109  • 775-4321 


Orville  N.  Booth 
Executive  Vice  President 

March  12,  1969 

Arthur  B.  Carfagni,  Jr.,  M.D. 

Director,  Northeast  Mental  Health  Center 

2450  22nd  Street 

San  Francisco,  California 

Dear  Arthur : 

Thank  you  for  your  letter  of  March  4,  1969.  Answers  to  your  two  specific  ques- 
tions are  as  follows:  (1)  As  you  know,  the  Psychiatric  Clinic  of  St.  Francis 
Hospital  has  been  a participating  Short-Doyle  Community  Mental  Health  Clinic 
since  1959  as  a contract  agency  to  the  City-County  Mental  Health  Services. 

We  have  been  serving  a large  number  of  clients  residing  in  the  Northeast  sector, 
but  services  are  also  rendered  to  other  sectors  of  the  City  as  long  as 
eligibility  is  met.  As  a community  wide  clinic,  we  have  not  stressed  topical 
interests  in  residents  of  the  Northeast  sector  alone.  However,  I see  many 
opportunities  for  new  kinds  of  services  to  the  residents  withfathis  sector. 

I shall  try  to  elaborate  upon  this  point  when  I answer  the  second  question 
you  raised.  Currently  the  active  caseload  stands  at  approximately  160  and 
our  total  monthly  patient  visits  run  about  300.  This  is  primarily  an  adult 
ambulatory  psychiatric  clinic  where  endeavors  involving  other  types  of  treat- 
ment approaches  have  not  been  possible  due  to  limited  budget,  even  though  new 
demands  are  increasing,  particularly  arising  witHnthe  Northeast  sector. 

(2)  While  our  Clinic  serves  the  entire  community,  the  Northeast  sector  itself, 
in  which  we  are  located,  has  not  so  specifically  been  benefitted  by  our  program 
to  its  fullest  extent.  St.  Francis  Hospital  is  vitally  interested  in  parti- 
cipating in  a comprehensive  mental  health  program  within  the  Northeast  district. 

We  would  be  interested  in  developing  new  services  in  areas  of  resident  treatment, 
partial  hospitalization,  around  the  clock  emergency  psychiatric  services,  de- 
toxification program  for  the  alcoholics,  acute  treatment  for  the  brain  syndromes 
resulting  from  drug  abuses,  consultation  and  educational  services  to  other 
agencies  both  within  and  outside  the  district,  and  a psychiatric  treatment 
program  for  the  Chinese  immigrants  who  are  culturally  and  linguistically  handi- 
capped. Regarding  the  latter,  psychiatric  home  visits  for  instance  to  the 
immigrants  would  be  extremely  useful  to  spearhead  concepts  of  preventative 
psychiatry  at  primary,  secondary  and  tertiary  levels.  There  is  a tremendous 
need  to  have  a training  program  for  bilingual  professionals  and  subprofessionals 
to  meet  a specific  mental  health  personnel  manpower  shortage.  I feel  there 
are  many  other  new  ideas  I would  like  to  introduce  if  given  opportunities  and  funds. 
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Arthur  B.  Carfagni,  Jr.,  M.D. 
March  12,  1969 
Page  2 


I wish  at  this  point  to  express  on  behalf  of  St.  Francis  Hospital  that  we 
have  available  space  both  in  the  existing  building  and  in  the  new  hospital 
to  accommodate  a comprehensive  mental  health  program  to  the  Northeast  sector, 
and  we  are  willing  to  cooperate  with  maximal  flexibility. 

Sincerely  yours, 


Stanley  wang,  n.u. 
Medical  Director 
Psychiatric  Services 


SW/lad 


re  * * 4i  * * a 

CHINESE  HOSPITAL 

AN  ACCREDITED  NON-PROFIT  HOSPITAL 

83 5 JACKSON  STREET 
SAN  FRANCISCO.  CALIFORNIA  94133 

TELEPHONE  982-2400 
March  17,  1969 


Arthur  B.  Carfagni,  Jr.,  M.  D. 

Director,  Northeast  Mental  Health  Center 
2450  22nd  Street 
San  Francisco, General  Hospital 
San  Francisco,  Calif.  94110 

Dear  Dr.  Carfagni: 

This  is  in  reply  to  your  letter  of  March  4,  1969,  inquiring  as  to  our 
interest  in  participating  in  a comprehensive  program  to  augment  mental 
health  services  in  the  District,  and  as  to  our  current  and  historic  roles 
with  respect  to  the  people  in  the  Chinatown  North  Beach  Community  of  the 
Northeast  Health  District. 

We  are,  in  short,  interested  in  "maximum  feasible  participation".  Tradi- 
tionally the  people  in  this  community,  particularly  the  many  people  in 
this  community  who  are  handicapped  by  inability  to  speak  English,  have 
suffered  the  most  from  lack  of  readily  accessible  and  relevant  mental  health 
programs.  They  have  suffered  most  keenly  when  it  comes  to  need  for  emergency 
care  and  for  hospitalization.  For  this  reason  we  are  specifically  interested 
in  developing  inpatient  and  emergency  psychiatric  services  at  our  facility. 

With  this  as  nucleus  we  hope  to  develop  the  other  essential  services  as  well; 
namely,  partial  hospitalization,  outpatient,  consultation  and  community 
education. 

Chinese  Hospital  is  in  the  center  of  the  social  hub  and  market  place  of  the 
Chinese  Community  where  Chinese  from  all  over  the  San  Francisco  Bay  Area  gravi- 
tate. It  was  founded  in  1925  through  charitable  donations  from  Chinese 
communities  throughout  the  country.  The  Chinese  population  in  San  Francisco 
then  numbered  15,000  and  was  largely  non-English  speaking.  By  about  I960  the 
Chinese  population  had  become  fairly  well  stabilized  and  was  also  becoming 
rapidly  acculturated,  so  that  it  would  appear  that  Chinese  Hospital  might  be 
gradually  phased  out  and  its  patients  cared  for  in  other  larger  facilities. 

In  recent  years,  however,  significant  changes  in  immigration  laws  have  brought 
about  dramatic  demographic  changes.  By  1967  the  Chinese  population  in  San 
Francisco  had  swelled  to  48,000  from  rapid  immigration  influxes.  With  the 
repeal  of  quota  restrictions,  effective  July  1,  1968,  20,000  Chinese  will 
migrate  to  the  United  States  annually.  About  a third  of  this  number  will  stay 
in  the  San  Francisco  Bay  Area.  By  1972  the  Chinese  population  in  Sain  Francisco 
is  expected  to  reach  75 » 000,  of  which  more  than  a half  will  be  non -English 
speaking.  In  view  of  this  it  was  felt  that  not  only  was  there  a need  to  main- 
tain Chinese  Hospital  but  also  to  greatly  expand  and  modernize  its  structure 
and  functions  as  well.  Chinese  Hospital  is  currently  the  vortex  of  a number 
of  activities:  doctors  on  its  staff  are  currently  the  key  participants  of  NEMS 
(North  East  Medical  Services),  a non-profit  corporation  founded  to  bring  about 
a neighborhood  health  center  to  the  Chinatown  North  Beach  Community  via  OHO  or 
HEW  funding;  the  hospital  has  early  this  year  opened  an  outpatient  clinic  staffed 


. 
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by  Doctors  who  donate  time,  to  provide  free  medical  care  to  the  indigent  in 
the  community;  and,  last  but  not  least  the  hospital  planning  Committee  of 
Chinese  Hospital  has  been  developing  plans  to  transform  the  hospital  into  a 
comprehensive  Medical  Center  with  a larger  and  completely  new  physical  plant. 
We  fervently  hope  that  this  Chinese  Hospital  Medical  Center  can  include  a 
mental  health  program  that  is  tailored  to  the  unique  needs  of  this  community. 

Thank  you  for  your  interest.  We  eagerly  await  news  of  further  developments. 


Sincerely, 


LOUIS  A.  MORAN 

Administrator  Chinese  Hospital 


Chinese  Hospital 


HAIGHT- ASHBURY  MEDICAL  CLINIC 

— AN  ACTIVITY  OF  YOUTH  PROJECTS  — 

558  CLAYTON  STREET  • SAN  FRANCISCO,  CALIFORNIA  94117 
Telephone  431-1714 

March  1,  1969 


EXECUTIVE  COMMITTEE 
DAVID  E.  SMITH.  M.D. 
Medical  Director 
ERNEST  DERNBURG  M D 
Psychiatric  Director 


TO: 

Dr. 

Arthur  Carfagni 

Director  ot  Development 
ROBERT  MORRIS,  M.D 

FROM : 

Dr. 

David  Smith 

Chairman 

RE: 

Northeast  Mental  Health  Center  Grant 

Application 

The  Haight-Ashbury  Medical  Clinic  consists  of  an 
outpatient  medical  and  psychiatric  facility,  and  a 
rehabilitation  program  for  compulsive  drug  users.  In 
addition  we  have  consulted  with  the  Tenderloin  Committee 
relative  to  the  establishment  of  similar  facilities  in 
this  area  of  San  Francisco.  Both  programs  are  most 
anxious  to  work  with  the  Northeast  Mental  Health  Section 
on  a long  term  basis. 


David  E.  Smith,  M.D. 

Director 

Haight-Ashbury  Medical  Clinic 


. 
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(A  PROGRAM  OF  THE  MISSION  REBELS  IN  ACTION,  INC.) 
1292  Potrero  Ave.  San  Francisco,  Calif.  94110  2( 


285-3443 


March  Hi,  1969 


Dr,  Arthur  Carfagni 
Director 

Northeast  Mental  Health  Center 
Drug  Abuse  Program 
Ward  92 

San  Francisco  General  Hospital 
San  Francisco,  California  9U110 

Dear  Dr.  Carfagni: 

First  of  all,  I would  lik6  very  much  to  thank  you  for  the  assistance  you 
have  given  to  our  program  and  particularly  to  the  development  of  our 
"Residing  Program  for  Low  Income  Drug  Abusers". 

We  would  like  very  much  to  further  extend  our  relationship  with  the  Drug 
Abuse  Program  of  the  Northeast  Mental  Health  Center  by  developing  jointly 
a program  to  deal  with  the  drug  abuse  problems  in  that  area.  We  feel 
that  this  joint  program  would  be  effective  in  that  Operation  Motivation 
is  associated  with  and  does  have  a number  of  counselors  working  in  the 
schools  and  communities  located  in  your  region,  plus  the  fact  that  we 
recognize  the  success  you  have  had  with  community  groups  such  as  the 
Tenderloin  and  the  Haight  Ashbury  Drug  abuse  programs. 

We  feel  that  the  proposed  program  we  have  sent  to  your  office  could  be 
utilized  in  this  joint  effort  and  are  more  than  willing  to  meet  with 
you  and  your  associates  to  discuss  the  details  of  the  program  and  to 
jointly  seek  funding. 

Looking  forward  to  hearing  from  you. 


Sincerelyj 


Acting  Director 


PD:  ah 


cc:  Supv.  Robert  Mendelson 

Dr.  David  Shupp 
Dr.  Stubblebine 


UNIVERSITY  OF  CALIFORNIA 

SAN  FRANCISCO  MEDICAL  CENTER 


BERKELEY  • DAVIS  • IRVINE  • LOS  ANGELES  • RIVERSIDE  « SAN  DIEGO  » SAN  FRANCISCO 


SANTA  BARBARA  • SANTA  CRUZ 


SCHOOL  OF  NURSING 
OFFICE  OF  THE  DEAN 


SAN  FRANCISCO.  CALIFORNIA  94122 


March  12,  1969 


Arthur  B.  Carfagni,  Jr.,  M.D. 

Director,  Northeast  Mental  Health  Center 

2k$0  22nd  Street 

San  Francisco,  California 

Dear  Dr.  Carfagni: 

I would  like  to  add  to  the  material  submitted  to  you  by  John  Frykman 
regarding  the  proposed  Drug  Treatment  program  for  the  Haight  Ashbury- 
Tenderloin  areas  of  San  Francisco.  Research  conducted  under  the  auspices 
of  the  Tenderloin  Committee,  Inc.,  since  1966,  has  produced  much  information 
about  the  drug  use  and  abuse  problems  of  that  area,  many  of  which  are  similar 
to  problems  encountered  in  the  Haight-Ashbury,  but  some  of  which  are  peculiar 
to  the  Tenderloin.  The  simple  existence  of  the  Haight-Ashbury  Medical 
Clinic,  for  example,  has  provided  the  young  people  of  that  area  with  acces- 
sible health  service  as  well  as  contact  with  non-punitive  adults  to  whom 
they  have  later  been  able  to  turn  for  the  more  crucial  problems  of  drug  abuse. 

The  young  people  of  the  Tenderloin,  coming  from  generally  different 
backgrounds  and  into  a far  different  environment,  have  had  fewer  previous 
experiences  regarding  trustworthy  adults  and  certainly  almost  rone  within 
the  Tenderloin.  For  this  reason,  we  have  felt  that  a more  assertive  program 
of  community  outreach,  utilizing  community  members  capable  of  relating 
meaningfully  with  potential  clients,  should  be  instituted  to  try  to  shorten 
the  inevitable  process  of  testing  the  reliability  of  such  a program  in  the 
Tenderloin.  We  hope,  of  course,  that  the  reputation  of  the  HAMC  among  the 
youth  of  the  area  will  also  aid  in  this  process  but,  considering  the  lack 
of  mobility  of  all  ghetto- dwellers,  we  cannot  assume  the  Tenderloin  youth 
have  had  direct  experience  with  this  non- threatening  form  of  medical  aid. 
Elements  of  a program  we  view  Important  to  an  ecological  attack  on  this 
problem  were  contained  in  our  proposal  submitted  to  the  Department  of 
Health,  Education  and  Welfare  in  1968,  (attached).  It  incorporated  much, 
of  the  findings  published  in  our  YOUTH  IN  THE  TENDERLOIN  and  DRUGS  IN  THE 
TENDERLOIN,  as  well  as  material  from  ongoing  research  as  yet  unpublished. 

We  would  also  like  to  add  that  although  amphetamine  abuse  is  a growing 
problem,  the  use  and  abuse  of  heroin,  opium  derivatives,  barbiturates  and 
cocaine  are  also  important  factors  in  the  Tenderloin. 

I would  be  glad  to  provide  any  further  information  available  to  us  or 
help  in  any  other  way  to  further  the  drug  treatment  program. 

Sincerely  yours, 

7 Ruth  Fleshman, 

-Jaa— President.  Tenderloin  Committee 
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A United  Bey  Area  Crusade  Agency 


Arthur  6.  C&rfagni,  Jr*  M«  D* 

Director,  Northeast  Mental  Health  Center 

2Ji50  22nd  Street 

San  Francisco,  California  91*110 

Dear  Dr.  Carfagnii 


Canon  Kip  Community  House  is  very  much  in- 
terested in  develop  inf  a community  mental  health  team  in 
accordance  with  the  possibilities  yon  outlined  in  your  letter* 

I have  not  had  time  to  bring  this  to  ny  Board  for  formal  action, 
but  preliminary  discussions  with  my  President  indicate  that  they 
would  consider  this  to  be  a real  opportunity  for  new  and  expanded 
service  to  our  neighbors* 

We  envision  the  following  innovative  services  t 

1.  Family  Counselling  with  low  Income  families 

and  immigrant  elSnie  groups : Given  ihe  conditions 
existing  in  this  neighborhood  there  is  always  a need 
for  family  counselling,  but  this  must  be  geared  te 
the  culture  and  value  system  of  lew  income  families, 
and  not  the  traditional  middle  class  approach.  We 
have  found  that  because  of  our  location  and  services 
we  can  provide  a natural  entree  to  the  families  for 
counselling.  A good  case  worker  supported  by  pay* 
chiatric  consultation  could  make  an  impressive  im- 
pact in  this  neighborhood* 

2.  Therapeutic  Group  Works  In  the  relatively  short  period 
of  tijw  that  I have  filled  the  position  of  Director 
here,  there  have  been  a number  of  instances  in  which 

I have  wished  that  we  could  have  had  the  services  of 
a trained  group  worker  to  form  therapeutic  groups 
around  emotionally  disturbed  children  participating 
in  this  agency*  Were  we  able  to  do  so,  we  could 
effectively  serve  children  who  night  otherwise  have 
to  be  removed  from  the  neighborhood. 

3*  School  Referral  Groups;  Working  with  Bessie  Carmichael 
School  personnel  we  nave  been  informed  that  there  are 
several  individuals  in  each  of  the  school  grades  who 
have  adequate  capacity  to  learn  but  are  non-achieving 
students  because  of  emotional  difficulties.  Some  ex- 
press their  problems  by  acting- out  behavior  while 
ethers  are  withdrawn*  Through  small  groups  having 
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CANON  KIP  COMMUNITY  HOUSE 
Letter  3/10 /6?  from  Mr.  Park 
to  A.6.  Carfagni,Jr.  M.D. 
N.E.  Mental  Health  Center 


focused  goals  and  tinder  the  leadership  of  a trained  group  worker 
these  children  can  be  helped.  It  would  also  include  a teas  work 
approach  with  school  personnel,  parents,  and  the  esminity  rental 
health  team  we  are  proposing 

Group  Work  Service  to  Teens i Due  to  environmental  handicaps,  lack 
of  training,  and  lack  of  opportunities  there  are  a number  ef  teen 
young  people  in  our  neighborhood  who  see  no  future  for  themselves 
and  are  trouble  prone  and  anti-social.  While  they  are  not  severly 
disturbed  emotionally,  mental  health  measures  on  a preventive  level 
are  needed.  Indigenous  workers  (neighborhood  aides)  and  mature 
volunteers  receiving  supervision  and  in-service-training  from  a 
trained  and  experienced  group  soeial  worker  can  help  many  of  these 
young  people, 

5.  Neighborhood  Education  and  Organisation:  Stresses  on  individuals 

and  families  living  in  low  income  neighborhoods  are  always  great. 
They  are  even  greater  in  an  area  such  as  the  South  of  Market  whwe 
urban  redevelopment  threatens  the  very  existence  of  the  residential 
community.  A two-pronged  outreach  approach  is  necessary  as  a mini- 
mum preventive  measure.  One  under  the  direction  of  a community 
educator,  would  be  te  help  reeidents  use  the  variety  of  services 
already  available  to  them  to  deal  with  the  problems  resulting  from 
the  various  sources  of  stress  existing  in  this  area.  The  other, 
under  the  guidance  of  a trained  neighborhood  development  worker, 
would  be  to  organise  the  residents  to  effectively  deal  with  the 
causes  of  stress,  i.  e.,  inadequate  city  services,  employment 
problems,  housing  problems,  etc.  In  both  ef  these  approaches  sub- 
stantial numbers  of  residents  can  be  hired  as  aides  and  trained  to 
do  much  of  the  neighborhood  contact  work. 

6,  Day  Care  Services:  Our  experience  indicates  that  there  is  a need 
for  day  care  services  for  children  of  working  mothers.  While  I 
doubt  that  we  would  be  able  to  provide  the  space  for  such  a program, 
I am  certain  that  there  are  facilities  in  the  South  of  Market  whieh 
could  provide  adequate  space  for  this  service  if  we  provide  the 
program  and  staff, 

7.  Psychiatric  Consultation:  In  view  of  the  emotional  disturbance 

of  many  of  the  individuals  to  be  served  through  case  work  and  group 
work  service,  we  would  need  psychiatric  consultation  to  guide  the 
treatment  aspects  of  our  work. 


In  relation  to  the  services  we  are  proposing  the  following  team 
of  semmunity  mental  health  workers  would  be  needed: 


Social  Case  Worker  (1)  “ 

Group  Social  Workers  (2) 

Mental  Health  Community  Worker  (1)” 
Neighborhood  Development  Worker  (lj 
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CANON  KIP  COMMUNITY  HOUSE 
Letter  3/10/69  from  Mr.  Park 
to  A.B.  Carfagii,  Jr.,  M.D. 
N.E.  Mental  Health  Center 


Pre  School  Staff 

Director  and  3 teacher*  (Approx.  $7,200-8,000®) 
Neighborhood  Aides  (8)  (Approx.  $5,000  fi) 


I realize  that  this  is  only  a thin  shell  of  suggested  involvement 
of  Canon  Kip  Community  House  in  the  cn—nmity  Mental  health  prograa  in  the 
Northeast  region.  I would  like,  therefore,  to  hare  the  opportunity  to  sit 
down  with  you  at  length  to  examine  the  many  details  involved  in  the  proposed 
areas.  In  addition,  I hare  sobs  ideas  I would  like  to  share  with  you  relating 
to  enramnity  mental  health  serrices  which  would  not  normally  fall  under  the 
auspices  of  a community  center.  Please  feel  free  to  call  on  me  at  any  time. 


Sincerely  yours, 

Richard  Park,  ACSV 
Executive  Director 
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DONALDINA  CAMERON  HOUSE 


920  SACRAMENTO  ST.  • SAN  FRANCISCO.  CAUF.  94108  • 41J  781-0401  • CHRISTIAN  SERVICE  DEPT.  392-4768 

March  14,  1969 


COLLEAGUES 

. Dick  Wichnum,  D.D. 
Miss  Lorn*  Logan,  A.C.S.W. 
Reverend  Wilbert  M.  Tom 
Reverend  Harry  Chuck,  Jr. 
Reverend  David  Peng 
Miss  May  Wong 


Owned  and  Operated  by 
Board  of  National  Missions 
United  Presbyterian  Church 
U.  S.  A. 


Dr.  Arthur  B.  Carfagni,  Jr. 

Director,  Northeast  Mental  Health  Center 

2450  - 22nd  Street 

San  Francisco,  California 

Dear  Dr.  Carfagni: 

, Thank  you  for  your  letter  of  March  5*  I have  been  out 
of  town  and  so  have  not  been  able  to  answer  you  personally 
before  this  tine.  We  are  gratified  that  there  is  the  possi- 
bility of  a grant  that  will  make  possible  adequate  expansion 
of  mental  health  services  in  the  northest  district. 

As  you  know,  from  our  conversation  at  the  meeting,  our 
agency  is  greatly  interested  in  participating  in  a program 
leading  to  the  expansion  of  mental  health  services  in  the 
Chinatown  North  Beach  area;  and  we  have  been  giving  serious 
consideration  to  what  might  be  our  agency's  particular  role. 
While  the  needs  in  the  total  community  are  many,  those 
particular  services  that  we  feel  are  needed  and  that  we 
might  be  able  to  undertake  if  granted  adequate  funding,  are 
those  which  were  outlined  to  you  in  Miss  Logan's  letter  of 
the  12th.  They  are  as  follows: 


1.  There  is  a tremendous  need  for  a resident, 
group  home  program  for  teenage  youngsters 
from  about  13  to  18  years  of  age.  Baker 
Place  and  Conard  House  are  on  the  order 
of  what  we  have  in  mind  but  this  would  be 
located  right  in  this  community  with  a Chinese 
couple  as  houseparents  and  with  specific 
orientation  to  the  language  and  cultural 
problems  of  this  particular  community. 

There  would  be  psychiatric  consultation, 
group  amd  individual  therapy  available 
as  well  as  casework.  With  the  number  of 
emotionally  disturbed  or  socially  maladjusted 
teenagers  we  are  now  encountering  in  the 
community  and  with  the  communication  problems 
within  families  complicated  by  Chinese 
language  and  cultural  factors,  we  feel  that 
this  is  an  extremely  important  resource  to 
be  developed,  ^he  details  of  cost  would 
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need  to  be  worked  out,  of  course,  if  the  idea 
were  approved.  This  would  include  staffing, 
rental,  operating  costs.  This  service  is 
needed  for  both  boys  and  girls,  although  it 
might  be  necessary  to  start  with  just  the 
boys,  who  are  presenting  a particularly 
urgent  problem  at  this  time. 

2.  There  are  numbers  of  mentally  ill  or  emotion- 
ally disturbed  people  in  the  community,  non- 
English  speaking;  and  only  a few  of  whom  are 
receiving  treatment,  partly  because  there  are 
so  few  treatment  resources  in  the  Chinese 
language,  partly  because  so  many  people  are 
reluctant  to  admit  they  need  help.  We  would 
like  to  expand  the  Chinese  language  casework 
available  and  also  to  use  a small  corps  of 
aides  and  volunteers  who  would  be  trained 
and  supervised  to  work  with  these  disturbed 
persons,  not  only  in  relation  to  their  going 
to  the  doctor,  but  actually  going  to  their 
homes  and  helping  them  with  their  everyday 
problems  that  they  are  facing.  Their  inabil- 
ity to  cope  with  these  problems  add  to  their 
feelings  that  the  world  is  all  against  them. 
What  we  would,  in  fact,  be  doing  is  to  help 
change  their  environment  as  they  perceive  it 
from  a hostile  to  a friendly  one  through 

the  use  of  aides  and  volunteers.  These 
workers  would,  of  course,  help  the  patients 
to  be  willing  to  come  to  the  therapist  to 
talk  about  his  problems.  They  could  help 
with  patients  who  have  been  hospitalized  in 
their  adjustment  back  in  the  community  again. 
Beyond  the  service  to  the  patient  himself, 
we  see  this  as  a fine  opportunity  to  train 
and  use  some  professionals  in  the  mental 
health  field  where  there  is  a great  need 
for  expansion  of  manpower  that  cannot  be  met 
by  professionally  trained  persons. 

3.  Child  guidance  services  for  children  of  non- 
English  speaking  children  are  still  very 
limited.  Dr.  Sanford  Tom  is  seeing  a few 
patients.  Dr.  Wan  Ho  Lee  of  the  Child 
Psychiatric  Clinic,  sees  a few  English 
speaking  children,  but  is  unable  to 
communicate  with  their  Cantonese  speaking 
parents.  We  would  like  to  employ  a case- 
worker to  work  only  in  the  area  of  parent 
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child  related  problems.  Her  task  primarily 
would  be  to  work  with  parents  of  children  who 
could  be  seen  in  the  psychiatric  clinic  if 
therapy  were  available  to  the  parents.  Many 
children  in  this  category  are  now  without  treat- 
ment. Help  could  also  be  given  to  non-English 
speaking  parents  whose  children  are  at  Youth 
Guidance  Center.  These  children  are  being 
counseled  by  a probation  officer,  but  no 
help  is  being  given  directly  to  the  parents, 
which  is  often  very  vital. 


Our  agency,  one  of  the  oldest  in  the  city,  has  been  serving 
in  the  Chinatown  community  since  187^ • ^he  program  has  changed 
from  time  to  time  to  adapt  to  the  changing  needs  of  the  community. 
At  present,  we  have  a large  group  work  program  with  clubs  and  other 
activities  with  a heavy  emphasis  upon  leadership  training.  We 
also  have  a casework  department  with  casework  offered  in  the 
Chinese  language  to  families  and  individuals  with  problems  in 
their  own  personal  adjustment.  •e  also  do  a great  deal  of  work  in 
cooperation  with  other  agencies  on  behalf  of  non-English  speaking 
clients,  both  making  referrals  to  and  receiving  referrals  from  a 
large  proportion  of  the  public  and  private  agencies  in  the  city. 


Again,  we  will  be  happy  to  cooperate  in  any  way  we  can  to 
assist  in  the  development  of  the  much  needed  mental  health  services 
in  the  Northest  area  of  the  city. 


Sincerely  yours. 


tCi  tit  U( 


F.  S.  Dick  Wichman,  Director 
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HA1GHTASHBURY  MEDICAL  CLINIC 

-AN  ACTIVITY  OF  YOUTH  PROJECTS,  INC.  - 

558  CLAYTON  STREET  • SAN  FRANCISCO,  CALIFORNIA  94117 
Tel:  (415)  431-1714 


EXECUTIVE  COMMITTEE: 

DAVID  E.  SMITH,  M.  D. 
MmUciI  Director 

ERNEST  DERNBURG,  M.  D. 
P«y  chi  a trie  Director 

FREDRICK  MEYERS,  M.  D. 
RMeireh  Director 

WILLIAM  NESBITT,  M.  D. 
Youth  Project!,  Inc. 

ALAN  J.  ROSE 
Chdc  Administrator 

JERRY  READ 

Public  Relations  Director 

ROBERT  MORRIS,  M.  D. 
Chairman 


March  10,  19  69 

The  Rev,  John  H,  Frykman 
Director 

Drug  Treatment  Program 


Arthur  B,  Carfagni,  Jr,,  M.D, 

Director,  Northeast  Mental  Health  Center 

2U50  22nd  Street 

San  Francisco,  California 


Dear  Dr,  Carfagni j 

Thanks  for  your  letter  of  5 March,  In  answer  to  your  questions* 

1,  We  wish  to  participate  fully  in  the  program  and  hope  that  we  will 
be  able  to  administer  the  Drug  Treatment  part  of  the  program.  We  real- 
ize of  course  that  in-patient  treatment  for  detoxification  of  Heroin 
addicts  would  be  conducted  at  the  County  Hospital, 

2,  Enclosed  is  a sample  of  the  original  proposal  for  treatment  which 
we  made  to  private  agencies.  We  would  see  the  same  type  of  program 
applying  to  the  Tenderloin  with  a seperate  advisory  committee*  There 
would  be  field  offices  in  both  the  Hajgtb  and  the  Tenderloin  , with 
Group  living  Houses  in  both  locations, 

I will  keep  in  close  contact  with  Ruth  Fleshman  concerning  these 
matters.  Please  let  me  know  what  is  required  in  terms  of  the  proposal 
so  that  we  don't  fall  behind  an  any  of  this  project. 


Sincerely,  * 
John  H.  Frykman 


cc*  file,  Dave  Smith,  Ruth  Fleshman,  louth  Projects,  Inc, 
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Arthur  B.  Carfagni,  Jr.,  M.D. 

Director,  Northeast  Mental  Health  Center 

2450-22nd  Street 

San  Francisco,  California 

Dear  Dr.  Carfagni: 

The  Travelers  Aid  Society  of  San  Francisco  is  extremely 
interested  in  the  possibility  of  participating  in  a N.I.M.H. 
financed  project  to  improve  social  welfare  services  to 
persons  residing  in  the  Northeast  section  of  the  city.  Mr. 

James  Madison,  Social  Work  Supervisor,  shared  his  impressions 
of  your  recent  meeting  with  our  staff,  and  our  Board  of  Direc- 
tors has  encouraged  us  to  explore  the  possibility  of  actively 
engaging  in  such  a program. 

As  you  probably  know,  the  Travelers  Aid  Society  is  a long- 
established  voluntary  agency  charged  to  serve  persons  whose 
problems  are  related  to  movement,  actual  or  contemplated. 

Because  mobility  affects  a large  segment  of  the  population, 
there  is  no  dearth  of  an  active  clientele,  particularly  in 
San  Francisco,  which  has  become  the  destination  of  a number 
of  defineable  sub-groups:  for  example,  migrant  poor  wishing 

to  settle  in  a urban  area;  people  in  flight  from  problems  and/- 
or relationships;  distressed  adolescents  and  young  adults;  per- 
sons with  problems  of  sexual  identity;  those  released  from  mental 
hospitals,  correctional  facilities,  the  Job  Corps,  etc.;  minority 
groups  recently  arrived  from  other  countries  or  from  other  parts 
of  the  United  States. 

The  local  TAS  was  established  in  March  1914  and  was  a charter 
member  of  the  original  United  Crusade.  For  some  45  years  it 
was  located  in  the  Ferry  Building  on  Market  Street;  for  six 
years  on  the  second  floor  of  the  YWCA  on  Sutter  Street;  and  since 
January  of  this  year,  at  our  present  address  in  the  heart  of  the 
Tenderloin.  Our  move  here  was  deliberate,  based  on  the  fact  that 
a great  part  of  the  cityfs  transient  and  needy  population  is  here 
at  our  doorstep. 

Our  agency  is  one  of  some  90  Travelers  Aid  Societies,  primarily 
located  in  large  urban  areas.  In  addition,  "Co-op"  agencies 
are  recognized  in  each  city  or  town  of  any  size  as  willing  and 
able  to  provide  requested  services.  This  is  known  as  the  "chain 
of  service"  and  is  of  great  value  in  our  efforts  to  help  our 
clientele. 


A UNITED  CRUSADE  AGENCY 
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Our  present  staff  consists  of  five  MSW  social  workers;  one 
worker  with  one  yearfs  graduate  work;  a director  of  volunteers; 
and  four  supporting  staff.  Mr.  Madison,  whom  you  have  met, 
also  supervises  two  students  from  the  San  Francisco  State  School 
of  Social  Work,  and  we  have  also  employed  as  of  March  1st,  a 
resident  counselor  in  our  newly  established  hotel  project  for 
young  adults. 

In  addition  to  their  professional  qualifications,  it  is  worth 
noting  that  without  exception,  staff  are  keenly  sensitive  to 
the  needs  of  the  deprived,  crisis-ridden  clientele  who  seek 
our  services.  Without  their  concern  and  support,  it  would  not 
be  possible  for  us  to  consider  any  expansion  of  our  existing 
program. 

We  are  listing  our  suggestions  for  improved  services  in  the 
proposed  project  area  along  two  lines:  (l)  Those  which  apply 

particularly  to  the  TAS  program  and  function,  and  (2)  those 
which  are  needed  but  which  perhaps  should  be  carried  by  another 
agency. 

I.  Services  Designed  to  Strengthen  and  Enhance  Travelers  Aid 

Program: 

1.  Employment  of  at  least  two  qualified  social  workers  to 
provide  after-hour  coverage  in  the  area  designated: 
after  4 p.m.  on  weekdays,  and  from  9 a.m.  to  10  p.m.  on 
Saturdays,  Sundays,  and  holidays.  Such  staff  to  have 
usual  facilities  of  agency  available,  including  telephone 
answering  service  and  secretarial  help. 

2.  Employment  of  street  workers  to  provide  out-reach  services 
to  persons  newly  arrived  at  the  Greyhound  Bus  Depot  or 

in  the  Tenderloin  itself,  and  to  offer  alternate  solutions 
to  usual  patterns  of  street  life.  Such  3taff  to  include 
paid  "volunteers”,  ex-clients,  persons  familiar  with  the 
life-styles  and  haunts  of  area  residents. 

3.  Out-reach  program  to  newly  arriving  residents  in  Black, 
Spanish-speaking,  and  Chinese  communities  with  bi-lingual 
staff  and  volunteers  to  provide  TAS  services. 

4*  Expanded  residence  facility  to  provide  protective  housing 
for  street  people,  including  transient  men,  young  people 
in  flight,  others  temporarily  stranded.  Group  and  individ- 
ual services  to  be  provided  by  teams  of  professional  workers, 
parar-pros,  and  indigenous  leaders. 

5*  Parti cular  focus  on  the  single  unattached  male,  inelegible 
for  general  assistance  between  the  ages  of  18  and  35 > with 
development  of  employment  resources,  counseling,  training. 
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6,  Employment  of  specialist  in  community  organization 
to  provide  grass-roots  leadership  to  new  residents  in 
the  area  in  regard  to  matters  of  local  concern.  This 
might  include  self-help  programs  as  well  as  social  action 

?•  Developing  a short-term  protected  workshop  facility  for 
newly-arrived  persons  needing  cash  and/or  preparation 
for  the  local  job  market. 

8.  A local  "switchboard”  operation  with  back-up  resources 
for  young  people  in  need  of  crash  housing  or  wanting  to 
avoid  sexual  encounters  - direct  free  line  at  Greyhound 
Depot. 


II.  Services  Needed  in  Area  Under  Other  Sponsorship: 

1.  Fully-staffed  psychiatric  clinic  in  the  immediate 
area  equipped  to  help  persons  with  drug  and  alcoholic 
problems  as  well  as  individual  and  group  therapy. 

2.  Leisure-time  recreational/social  center  for  the  many 
young  adults  who  congregate  in  this  area.  Equipped  for 
group  meetings,  dances,  music,  "light”  entertainment,  etc 

3*  Drying-out  facility  for  alcoholics  with  an  active  AA 
group  as  follow-up. 

4*  Extended  service  program  for  aged  persons  residing  in 

neighborhood  hotels.  Homebound  visiting  service,  "meals- 
on-wheels”  or  some  similar  food  program;  protective 
"banking”  service  for  aged  persons  and  alcoholics. 

5.  Developing  a concerned  citizens  group  in  the  target  area 
to  identify  and  negotiate  with  hotels  and  other  common 
facilities  not  meeting  minimum  standards  of  health  and 
decency. 


The  above  listing  is  probably  not  as  complete  as  it  could  be, 
but  we  want  to  meet  your  deadline.  Also,  we  would  like  to  be 
included  in  any  planning  sessions  which  may  be  scheduled. 

Best  wishes  in  moving  the  proposal  ahead. 


Sincerely, 


(Miss)  ^arj^rie  Montelius 
Executive  Director 
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Telegraph  Hill  Neighborhood  Association 

660  LOMBARD  STREET 
SAN  FRANCISCO.  CALIF.  94133 

Telegrapii  Hill  Neighborhood  Association  serves  the  neighborhood  known  as 
Chinatown/North  beach  and  has  been  in  existence  since  1907  in  this  area.  The 
agency  purpose  is  to  provide  social  services  which  meet  the  human  needs  of  the 
area,  to  develop  leadership  and  programs  which  allow  neighbors  to  maximize  their 
abilities  to  use  the  democratic  process  for  neighborhood  improvement . The  Center 
serves  approximately  ?. ,000  persons  per  year  through  the  following  existing  pro- 
grams: Medical  Clinic  (volunteer  doctors).  Cooperative  Nursery  School  ( one- 

half  day),  Family  School  (one-half  day.  Compensatory  Education),  Casework  (two 
part-time  caseworkers) , and  Group  Services  to  teenagers  and  elementary  school 
age  children  (staffed  primarily  by  volunteers). 

The  neighborhood  includes  two  public,  housing  projects  which  the  Center's 
services  are  presently  focused  toward.  The  mental  health  needs  are  great  in 
these  areas  particularly  and  intensive  social  services  are  urgently  necessary. 

I.  SERVICES  TO  SINGLE  FEMALE  PARENTS: 

Generally  housing  project  families  have  single  females  as  the  head  of  the 
household  and  most  services  neglect  the  social,  psychological  and  future  needs 
of  these  women.  Services  are  often  only  directed  to  the  needs  of  the  children 
and  though  these  are  legitimate  services  they  can  only  be  effective  if  the  parent 
feels  included.  Depression,  anxiety,  despair  of  the  present  and  future  has  in 
many  cases  driven  the  female  parent  to  seek  outlets  which  immobilize  her  as  a 
productive  citizen  and  mature  responsible  parent.  Prescription  drugs  and  alchohol 
are  used  in  lieu  of  the  non-existent  casework  or  psychiatric  services.  Pills 
are  passed  among  the  neighbors  and  much  social  drinking  is  done  through  school 
time  hours.  Male  companions,  if  present,  offer  only  temporary  release  from  the 
daily  routine.  Remarriage  rarely  occurs  though  new  children  often  are  the  result 
of  such  release. 

A comprehensi tl  approach  must  be  taken  to  alleviate  the  problems  described. 


Social  group  services  in  which  creative,  sensitively  planned  activity  focused 
on  helping  these  women  think  more  positively  about  themselves  is  essential. 

They  must  have  some  enjoyment.'  Casework  services  for  individual  counseling 
and  therapy  around  family  or  individual  problems  is  also  required.  Psychiatric 
consultation  must  also  be  a part  of  the  total  service  for  the  social  worker's  use 
in  direct  client  contacts. 

Re-education  and  re-training  services  are  also  a necessity  for  most  of 
these  parents.  They  will  be  in  the  mid-forties  when  their  children  reach  age 
18  and  they  can  no  longer  receive  catagorical  aid  through  the  Aid  to  Families 
with  Dependent  Children.  Many  have  never  been  employed  and  will  have  no  market- 
able skill  when  the  above  occurs. 

Day  care  services  for  children  will  provide  the  free  time  needed  for  mothers 
to  enter  the  above  activities  and  could  conceivably  be  a vehicle  for  work  train- 
ing. Nursery  school  aides  and  assistant  teachers  do  not  need  to  meet  stringent 
educational  requirements  but  must  have  some  applicable  experience  to  secure 
employment . 

Day  care  space  is  available  at  the  Center  given  the  Board  of  Directors 
would  chose  to  forego  the  current  nursery  programs  at  the  Center.  Other  facili- 
ties are  available  within  the  area  also. 

II.  SERVICES  TO  YOUNG  ADULT  MALES 

Our  neighborhood  has  a large  number  of  young  men  ages  17  through  25  who 
have  never  been  successfully  employed  and  whose  prime  source  of  revenue  seems 
to  come  from  purse  snatching,  mugging,  burgulary  and  other  such  criminal  acts. 
Often  they  are  not  apprehended  for  these  crimes  and  appear  to  maintain  a fairly 
good  amount  of  pocket  money  for  their  efforts. 

In  most  cases  they  will  have  dropped  from  school  and  will  have  few  relation- 
ships of  consequence  with  females.  They  are  generally  living  at  home  and  in 
difficulty  with  the  head  of  the  household  for  their  irresponsibility  or  their 
resemblance  to  the  absent  father.  Activities  often  are  those  of  younger  boys 


•3- 


and  serve  to  keep  them  from  realizing  their  age  and  responsibilities. 

Heavy  drinking  and  use  of  drugs  is  often  the  result  of  too  much  time  on 
their  hands  and  allows  escape  from  the  inevitable  future.  Inability  to  conform 
to  rules  often  excludes  their  participation  in  organized  Center  programs  so  they 
drift  on  the  streets. 

Trained  and  skilled  street  workers  could  make  substantial  differences  in 
the  attitudes  and  habits  of  these  young  men  who  need  identity  models  and  helpers 
if  they  are  to  make  changes  in  their  life  style. 

III.  SCHOOL  REFERRAL  GROUPS  (Elementary  Age  Children) 

It  is  well  known  that  the  person  who  has  problems  often  had  a long  history 
of  these  symptoms.  Too  often  the  elementary  school  aged  youngster  is  expected 
to  "grow  out"  of  his  or  her  behavioral  difficulties  and  is  given  little  help  in 
that  growing  out  process.  School  teachers  can  detect  these  problems  but  generally 
have  few  resources  to  bring  to  bear. 

A program  which  this  agency  could  easily  offer  given  funding,  would  be 
group  services  to  such  youngsters.  Groups  could  meet  in  the  school  either  on 
"released  time"  or  after  school.  ■ Follow-up  consultation  with  teachers  and  par- 
ents would  be  the  task  of  the  group  worker.  Part-time  workers  with  training  and 
supervision  have  been  successfully  used  in  similar  programs.  One  full-time  social 
group  worker  could  coordinate  and  supervise  such  a program  and  perhaps  carry  one 
group.  This  would  be  an  innovative  program  in  San  Francisco  since  it  has  not 


been  done  here. 


POLICE  DEPARTMENT 


City  and  Cdunty  df  San  Francisco 

HALL  DF  JUSTICE 
B 5 Q BRYANT  STREET 

SAN  FRANCISCO.  CALIFORNIA  94103 


AOORKII  ALL  CflMMUNlOATIONl: 

THOMAS  J.  CAHILL 

CHIEF  or  POLIQI 


Aprl  I 1 , 1969 

office  or  thi 
CHIEF  OF  POLICE 

IN  REPLY.  PLEASE  REFER  TO 
OUR  FILE:_ fcL_Z6 


Arthur  Carfagni,  Jr.,  M.D. 

Director,  Northeast  Mental  Health  Center 

2450  - 22nd  Street 

San  Francisco,  Ca.  94110 

Dear  Dr.  Carfagni: 

The  proposed  psychiatric  program 
involving  City  Prison  inmates,  recently  outlined 
at  a meeting  attended  by  our  Supervising  Captain, 
has  been  brought  to  my  attention. 

I am  convinced  that  such  a program 
has  considerable  merit,  and  consequently  the 
proposal  has  my  support.  I am  pleased  to  offer 
my  assistance  in  helping  to  bring  this  project 
about. 


Sincerely  yours. 


Chief  of  Police 
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SAN  FRANCISCO  UNIFIED  SCHOOL  DISTRICT 
OFFICE  OF  SUPERINTENDENT 
135  VAN  NESS  AVENUE 
SAN  FRANCISCO,  CALIFORNIA  94102 
Telephone:  (415)  863-4680 
February  18,  1969 


Dr.  Raymond  Pitts 

Room  203,  135  Van  Ness  Avenue 

San  Francisco,  Calif.  9^102 


Dear  Dr.  Pitts: 

The  San  Francisco  Department  of  Public  Health  has  rn>ai.Mad  a financial 
grant  to  expand  its  community  information  program  in  drug  abuse.  The  project 
is  under  the  direction  of  Dr.  Arthur  Carfagni,  Director  of  the  Immediate  Psy- 
chiatric Aid  Center  at  San  Francisco  Hospital.  His  staff  is  working  with  a 
group  of  former  drug  users,  who  are  being  trained  to  serve  as  factual  resource 
persons. 


Dr.  Carfagni  has  offered  to  make  these  former  users  available  to  us 
for  use  in  our  preventive  education  program.  These  people  have  been  carefully 
screened  and  will  receive  special  training  by  Dj*.  Carfagni  and  his  staff  prior 
to  going  into  any  school.  Before  we  use  them  in  our  program,  the  school  prin- 
cipal and  my  office  will  screen  them  further  and  select  only  those  we  feel  are 
qualified  to  work  in  the  specific  school  environment.  They  will  be  used  only 
under  the  direction  and  supervision  of  one  of  our  specially -trained  resource 
teachers  in  drug  abuse  education.  The  school  district  will  have  the  right  to 
terminate  their  services  at  any  time. 

Dr.  Carfagni  and  two  social  workers  will  serve  as  consultants  to 
school-site  personnel  throughout  the  program  and  will  assume  full  responsibil- 
ity for  supervision  of  the  former  users . 

We  believe  that  the  use  of  carefully  selected  former  users  who  re- 
ceive special  training  might  very  well  prove  to  be  one  of  the  most  effective 
methods  of  getting  through  to  our  students . Our  Advisory  Committee  on  Drug 
Abuse  Education  shares  this  opinion. 

Included  on  the  advisory  committee  are  representatives  of  local  and 
state  enforcement  agencies.  Second  District  P.T.A.,  the  medical  society,  the 
parochial  schools,  teachers,  and  administrators. 


It  is  planned  to  incorporate  this  program  as  an  integral  phase  of  the 
pilot  program  at  Balboa  High  School,  where  we  are  concentrating  our  efforts  in 
the  hope  of  breaking  through  the  barrier  of  student  indifference  and  their  re- 
luctance to  accept  information  we  are  making  available  to  them  on  the  use  of 
dangerous  substances . 


At  Balboa  High  School  we  are  fortunate  in  having  two  highly  qualified 
and  enthusiastic  resource  teachers  in  drug  abuse  education  to  provide  the  nec- 
essary leadership.  With  the  assistance  offered  through  Dr.  Carfagni's  pro- 
posal, we  see  a great  opportunity  to  "tell  it  like  it  really  is"  and  to  answer 
the  often-repeated  question,  "how  do  you  know  if  y^jft've  never  tried  it?" 
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Dr.  Raymond  Pitts 

Room  203,  135  Van  Ness  Avenue 

We  respectfully  request  approval  of  Dr.  Carfagni 's  proposal  on  a trial 
basis  at  Balboa  High  School. 


sincerely , 


George  Canrinus , Coordinator 
Health,  Physical  Education, 
Athletics,  and  Recreation 
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Leu is  Allbee 
Ralph  Kauer 
Edward  Goldman 
Harold  Zimmerman 
Eugene  Huber. 
Francis  Todd 


.Arthur  Carfagni 


VIII  COORDINATION  WITH  STATEWIDE  SERVICES 


The  comprehensive  and  coordinated  mental  health  services  which  will 
be  provided  to  the  Northeast  District  will  serve  one  of  the  approved  catchment 
areas  in  the  State  Plan.  In  1968-69,  this  area  was  listed  as  Priority  No.  23 
and  was  Priority  No.  14  in  the  1967-68  Plan.  The  services  will  be  administered 
by  the  Community  Mental  Health  Services  of  the  Department  of  Public  Health 
in  coordination  with  Neighborhood  Agencies. 

The  plan  for  the  services  of  the  Community  Mental  Health  Services  has 

been  approved  by  the  State  Department  of  Mental  Hygiene  as  has  the  budget 

» 

for  the  coming  fiscal  year. 

For  the  past  three  years,  the  Department  of  Mental  Hygiene  has  held 
quarterly  meetings  between  program  chiefs  of  local  mental  health  services 
and  superintendents  of  the  state  hospitals  serving  the  San  Francisco  Bay  Area. 
These  meetings  coordinate  the  activities  of  the  hospitals  and  local  programs. 
Beginning  in  July  1969,  the  local  mental  health  program  will  contract  with 
the  state  hospitals  for  appropriate  services,  the  costs  for  these  services  coming 
from  funds  assigned  to  the  local  programs.  Also  beginning  in  July  1969,  the 
State  will  pay  for  90%  of  the  cost  of  running  each  local  program,  an  increase 
from  the  previously  subvened  75%. 

For  San  Francisco  Napa  State  Hospital  has  been  designated  by  the 
Department  of  Mental  Hygiene  as  the  institution  for  the  hospitalization  of 
mentally  disordered  and  gravely  disabled  patients.  Mendocino  State  Hospital 
has  been  designated  for  the  treatment  of  patients  with  alcohol  and  drug  abuse 
^including  narcotics)  problems.  Both  Napa  State  Hospital  and  Atascadero 


pirate  Hospital  will  continue  to  receive  persons  c.mmitl . J 10  t'.e  :j  . :t  r f 

Mental  Hygiene  on  the  basis  of  "criminal  insanity"  cr.c  Atascadero  State  Hos,- 
will  also  continue  to  be  the  institution  for  the  treatment  of  the  mentally 
disordered  sexual  offender.  Sonoma  State  Hospital  is  the  institution  designated 
for  the  care  of  mentally  retarded  persons. 

Operationally,  it  is  anticipated  that  the  staff  members  from  the  Northeast 
Mental  Health  District  will  make  pre-discharge  plans  with  the  state  hospitals 
on  patients  from  the  District.  On  March  31,  1969  a meeting  was  held  with 
Dr.  Ronald  Byledbal,  Director  of  the  San  Francisco  Unit  at  Napa  State 
Hospital,  to  effect  such  coordination.  Insofar  as  the  Drug  Treatment  Program 
at  Mendocino  is  concerned,  the  Northeast  District  staff  will  act  as  a screening, 
referral  and  detoxification  center  for  patients  from  the  Northeast  District 
going  to  Mendocino.  No  patient  from  the  District  will  be  accepted  by  Mendo- 
cino for  their  drug  program  unless  referred  by  the  Northeast  Drug  Treatment 
Program.  Similarly  all  admissions  to  the  San  Francisco  Unit  at  Napa  will 
require  a referral  from  the  local  — i.e.  District  — mental  health  programs. 

Local  parole  agents  supervising  patients  on  outpatient  status  from  the 
California  Rehabilitation  Center  at  Corona  have  indicated  their  continued 
interest  in  program  cooperation  and  consultation  with  the  staff  of  the  North 
east  Drug  Treatment  Program. 

Patients  with  alcohol  problems,  to  the  point  that  the  are  renderec 
gravely  disabled,  will  continue  to  be  referred  for  treatment  to  Mendocinc 
The  mental  health  team  in  the  District  initially  making  the  referral  to  the 
Mendocino  program  will  assume  the  responsibility  for  the  patient's  aftercare 
on  his  return  to  the  District  and  assist  in  arranging  proper  treatment  either 
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from  the  team  members  directly  or  through  existing  alcohol  programs  such 
Alcoholics  Anonymous  or  the  Center  for  Special  Problems. 


STATE  OF  CALIFORNIA— HEALTH  AND  WELFARE  AGENCY 


RONALD  REAGAN,  Governor 


DEPARTMENT  OF  MENTAL  HYGIENE 

MENDOCINO  STATE  HOSPITAL 

TALMAGE,  CALIFORNIA  95481 


March  11,  1969 


Arthur  Carfagni,  Jr.,  M.D. 

Northeast  Mental  Health  Center 
San  Francisco  General  Hospital 
2450  - 22nd  Street 
San  Francisco,  Calif.  94110 

Dear  Doctor  Carfagni: 

At  the  present  time  our  hospital  Narcotic  Addiction  and  Drug  Abuse  Service 
is  in  the  process  of  planning  for  future  programming.  Collaboration  with  the 
Northeast  Mental  Health  Center  remains  vital,  not  only  in  terms  of  the  specific 
patient  population  served  but  as  a demonstration  of  how  comprehensive  services 
can  be  provided  through  community  and  state  participation.  Dating  back 
approximately  2\  years  the  Mendocino  residential  treatment  facility  was 
established  in  cooperation  with  your  service.  It  has  since  been  designated  as 
the  demonstration  project  of  the  California  Department  of  Mental  Hygiene. 

First  there  was  the  need  to  identify  that  heroin  addiction  was  often  related 
to  psychiatric  problems  and  the  option  of  residential  psychiatric  care  must 
therefore  be  available.  With  your  community-based  Center  providing  early 
detection,  withdrawal,  and  a range  of  aftercare  psychological,  social,  and  re- 
habilitation services,  the  Mendocino  program  was  established  to  offer  a period 
of  residential  psychiatric  treatment.  Utilizing  this  approach  we  have  con- 
vincingly demonstrated  that  the  heroin  addict  can  be  treated  with  a range  of 
innovative  therapies  and  furthermore  we  have  shown  that  this  can  occur  through 
voluntary  admission  to  a totally  open  state  hospital  setting.  It  is  interesting 
that  in  this  2\  year  period  we  have  not  had  any  major  incident  of  drug  traffic. 

Later,  our  mutual  concern  brought  about  a specially  designed  program  to  meet 
the  needs  of  younger  people  experimenting  and  dependent  upon  dangerous  drugs 
and  at  risk  of  becoming  narcotic  addicts. 

In  the  year  1968  you  referred  215  patients  to  our  facility  and  thereby  guaran- 
teed follow-up  services  for  all  participants.  This  close  collaboration  provides 
a framework  for  the  evaluation  of  the  effectiveness  of  this  type  of  program. 

An  exciting  development  of  the  past  year  and  a half  has  been  our  mutual  effort 
toward  education  aimed  at  prevention.  Our  target  group,  the  junior  and  senior 
high  school  students,  has  responded  remarkably  to  an  approach  which  enlists 
professionals  and  rehabilitated  addicts  as  a major  resource.  To  date  we  have 
worked  with  some  35  school  systems  involving  nearly  100  separate  schools. 

Another  phase  of  our  work  has  been  the  training  and  placement  of  rehabilitated 
addicts  in  the  human  service  field.  School  systems,  clinics  and  hospitals  have 
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Arthur  Carfagni,  Jr.,  M.D. 

March  11,  1969 
Page  2 

found  this  group  a great  untapped  potential  for  strengthening  drug  abuse 
counselling  and  treatment  programs. 

While  our  San  Francisco-Mendocino  program  has  been  studied  by  agencies  and 
organizations  throughout  the  state  and  country,  I feel  it  is  just  beginning 
to  realize  its  potential  contribution.  My  own  concern  is  not  for  the  staffing 
and  budget  here  at  Mendocino  but  for  the  need  to  enrich  the  staffing  at  the 
Northeast  Mental  Health  Center.  I feel  that  additional  space  is  needed, 
designed  to  support  treatment  to  an  addict  population  where  it  is  obvious  that 
current  facilities  are  not  suitable. 

In  summary,  we  would  like  to  convey  that  the  hospital's  medical  director,  Dr. 
Ernest  W.  Klatte,  and  myself  are  wholeheartedly  committed  to  continued  parti- 
cipation in  a comprehensive  Narcotic  Addiction  and  Drug  Abuse  Program  under 
your  leadership. 


Sincerely, 


WMW : zt 

cc:  E.  W.  Klatte,  M.D. 


Medical  Director 


STATE  OF  CALIFORNIA 


RONALD  REAGAN,  Governor 


DEPARTMENT  OF  MENTAL  HYGIENE 


NAPA  STATE  HOSPITAL 


IMOLA,  CALIFORNIA  94558 


March  17,  1969 


Arthur  B.  Carfagni,  M.D. 

Director,  IMP AC 

San  Francisco  General  Hospital 

995  Potrero  Avenue 

San  Francisco,  California 

Dear  Doctor  Carfagni: 

This  letter  will  confirm  interest  of  Napa  State 
Hospital  in  working  jointly  with  the  San  Francisco 
Community  Mental  Health  Services  Regionalization 
Program,  specifically  with  the  Northeast  Mental 
Health  Center.  We  are  particularly  interested  in 
the  phase  of  pre-hospital  screening  as  well  as  after 
care  facilities  at  the  community  level,  factors  which 
result  in  more  efficient  oatient  management. 

Please  be  assured  that  Napa  State  Hospital  will  cooperate 
with  aspects  of  your  program  which  will  jointly  lead 
to  servicing  patient  needs  of  the  San  Francisco  community. 


RWB:rg 
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STATE  OF  CALIFORNIA-HUMAN  RELATIONS  AGENCY 


RONALD  REAGAN,  Governor 


71  - 11TH  STREET 

SAN  FRANCISCO,  CALIFORNIA  94103 


DEPARTMENT  OF  CORRECTIONS 


PAROLE  AND  COMMUNITY  SERVICES  DIVISION 


March  17,  1969 


Dr.  Arthur  Carfagni 

2450- 22nd  Street 

San  Francisco,  California 

Dear  Dr,  Carfagni: 

We  have  utilized  the  facilities  of  the  North  East  Mental 
Health  Center  Drug  Abuse  Screening  Unit  on  several  occasions  in 
the  past  with  satisfactory  results.  Considering  that  the  caseloads 
in  this  parole  unit  are  all  drug  addicts,  mostly  narcotic  drug 
users,  and  many  of  them  have  had  long  histories  of  both  drug  use 
and  criminal  activity,  I consider  the  Drug  Abuse  Screening  Unit 
a valuable  community  resource  and  intend  to  continue  using  it  as 
such  insofar  as  I am  able  within  our  existing  parole  regulations. 


Very  truly  yours, 


MILTON  BURDMAN, 
Deputy  Director 


Walter  L.  China 
Parole  Agent  I 


WLC : von 
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IX  PERSONNEL  POLICIES 


Information  on  working  conditions,  benefits,  salaries  and  qualifications 
is  appended  to  this  section.  Information  not  covered  here  is  listed  below: 

A.  Vacation:  4 weeks  vacation  was  granted  in  the  15th  year  of 
service  by  the  voters  in  the  November  1967  election. 

B.  Holidays:  New  Year's  Day,  Lincoln's  Birthday,  Washington's 
Birthday,  Memorial  Day,  Election  Day  in  June  if  a general  State  and  Federal 
election,  July  4th,  Labor  Day,  Admission  Day,  Columbus'  Day,  Election  Day 
in  November  if  a general  State  and  Federal  election,  Veteran's  Day,  Thanks- 
giving Day,  and  Christmas.  Given  on  Monday  if  holiday  falls  on  Sunday. 

C.  Health  Service  System:  Offers  a choice  between  basic  plus  major 
medical  coverage  with  the  doctor  of  your  choice,  Kaiser,  and  a group  practice. 

D.  Leave:  Three  days  with  pay  given  for  a death  in  the  immediate 
family;  educational  leave  without  pay  for  approved  full-time  courses;  five 
days  professional  leave  with  pay  per  year  for  meetings  unofficially  on  approval 
of  the  Director  of  Public  Health;  unit  Directors  can  authorize  paid  leave  for 
meetings  up  to  one  day;  other  leave  without  pay  - for  various  purposes;  leave 
given  without  pay  for  military  service.  All  Civil  Service  rights  retained  in 
these  categories. 

E . Social  Security: 

F.  Travel:  10/  a mile  for  work -related  travel.  Local  car  fare  and  other 

minor  incidental  expenses  covered  as  occurred. 

G.  Present  and  Proposed  Pay  Scales  are  attached. 

H.  Recruitment  of  professional  personnel  will  be  from  graduates 


of  training  programs  operated  by  the  University  of  California,  Stanford 
University,  Mount  Zion  Hospital,  and  San  Francisco  State;  in  addition, 
advertisements  placed  in  national  professional  association  newspapers  will 
be  used.  In  the  future,  as  our  program  is  stabilized,  we  will  cooperate  wit! 
local  training  institutions  by  providing  opportunities  for  field  work  and  othe 
practical  experience;  and  hopefully  many  of  our  future  pe:sonnel  will  come 
from  students  trained  within  our  own  program. 


JITY  AND  COUNTY  OF  SAN  FRANC ISC 
DEPARTMENT  OF  PUBLIC  HEALTH 
COMMUNITY  MENTAL  HEALTH  SERVICES 


New  Employees  of  Community  Mental  Health  Serv:'.o 
ROM:  Thad  Brown,  Administrative  Assistant 

SUBJECT:  Working  Conditions  and  Benefits 

♦ATE:  July  3,  1967 


INTRODUCTION 

New  employees  ask  many  questions  concerning  the  nature  of  their  ap- 
pointment, pay  regulations,  fringe  benefits,  and  other  conditions  of 
employment.  This  memorandum  answers  questions  concerning  provisions 
in  the  City  Charter,  the  Administrative  Code,  rules  of  the  Civil 
Service  Commission,  and  policies  of  the  Community  Mental  Health  Serv- 
ices that  apply  to  you  as  a new  employee.  Your  immediate  supervisor, 
or  the  staff  of  the  Personnel  Office,  will  be  glad  to  answer  any 
questions  pertaining  to  your  job  or  to  explain  anything  that  is  not 
clear  in  this  memorandum. 

XX.  SALARY  INCREASES 


Laws  and  rules  dealing  with  employees'  pay  increases  are  found  in 
the  City  Charter  and  Section  IX  of  the  Administrative  Provisions  of 
the  Annual  Salary  Ordinance. 

1.  Permanent  appointments,  either  Civil  Service,  Limited  Tenure  or 
Exempt  are  the  only  kinds  of  employment  that  count  toward  a 
salary  increase.  Depending  on  the  class  in  which  the  employee 
is  appointed,  the  first  increase  is  given  at  the  conclusion  of 
6 months  or  at  the  conclusion  of  12  months  of  employment. 

2.  At  the  conclusion  of  one  year  of  service  most  employees  are  ad- 
vanced to  the  second  step  in  the  compensation  schedule.  Succes- 
sive steps  are  obtained  after  completion  of  each  successive  year 
of  continuous  service. 

3.  If  a Limited  Tenure  permanent  employee  is  appointed  to  a position 
in  the  same  class  from  a Civil  Service  list,  without  a break  in 
service  of  more  than  30  days,  the  employee  is  certified  to  the 
permanent  Civil  Service  appointment  at  a salary  based  upon  his 
original  date  of  LT  permanent  appointment.  (Sect.  7,  Admin.  Prov. 
Sal.  Stand.  Ord.) 

4.  No  salary  increments  are  received  by  an  employee  on  a temporary 
appointment.  Temporary  employees  remain  at  entrance  salary.  If 
you  are  first  certified  to  a temporary  position  and  later  to  a 
permanent  one,  your  time  toward  increments  will  date  from  the 
first  of  the  month  following  the  month  in  which  you  start  to  work 
as  a permanent  employee. 
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III.  RETIRr-fSNI 


1.  Membership  in  the  Retirement  System  is  governed  by  Sections  16.43 
and  16.42  of  the  San  Francioco  Administrative  Code.  These 
sections  of  the  Code  are  uaed  as  a basis  for  the  following  rules: 

2.  Any  employee  who  is  certified  from  a Civil  Service  list  for  per- 
manent employment  becomes  a member  of  the  Retirement  System  upon 
the  first  day  of  his  employment. 

3.  All  other  employees,  in  full  time  positions,  become  members  of 
the  Retirement  System  upon  the  completion  of  six  working  months 
of  city- service  uninterrupted  by  a break  of  more  than  one  month 
City-service  is  defined  as  service  performed  for  the  City  and 
County  of  San  Francioco  for  compensation.  A break  of  more  than 
one  month  is  an  interruption  in  city-service  of  at  least  31 
calendar  days. 

4.  Employees  who  serve  on  a temporary  part-time  basis  do  not  qualify 
for  membership  regardless  of  the  length  of  service. 

5.  Employees  who  serve  in  a permanent  part-time  position,  after  ap- 
pointment from  a Civil  Service  list,  qualify  for  membership  the 
first  day  of  employment. 

6.  Membership  in  the  Retirement  System  automatically  places  an 
employee  in  one  of  the  Health  Service  System  plans  and  in  Social 
Security.  An  employee  csr.v.ot  make  contributions  to  Social 
Security  until  he  becomes  a member  of  the  Retirement  System. 

IV.  VACATION.  Charter  Section  151.4  provides  for  vacations. 

1.  All  employees  are  entitled  to  10  working  days  vacation  when  they 
have  completed  one  year  of  continuous  service.  After  5 years' 
service  vacation  is  increased  to  15  working  days.  A break  in 
service  because  of  resign- *-ion , relinquishment,  termination,  or 
Limited  Tenure  release  cancels  the  time  toward  "one  year  of  con- 
tinuous service." 

2.  Continuous  service  for  permanent  Civil  Service  employees  is  not 
breached  by  authorized  leave  or  lay  off  after  completing  the 
probationary  period.  A Limited  Tenure  employee  laid  off  and  not 
reappointed  to  a position  within  6 months  must  re-establish 
eligibility  for  vacation. 

3.  Even  a one  day  break  after  relinquishment,  resignation,  or  ter- 
mination (but  not  lay  off)  breaches  the  requirement  of  one  year 
continuous  service  for  eligibility  for  the  first  vacation;  the 
employee  must  start  again  to  establish  the  right  to  vacation. 

A permanent  Limited  Tenure  employee  who  has  less  than  one  year 
service  and  is  laid  off;  if  he  returns  to  work  in  less  than  6 
months,  is  entitled  to  vacation  when  he  finishes  12  months  of 
total  service  minus  the  break. 

The  temporary  Limited  Tenure  or  temporary  Civil  Service  em- 
ployees must  work  11^  months  within  12  months  to  earn  vacatior 
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IV.  VACATION  (Continued) 


After  first  year  of  service  a temporary  employee  who  is  laid  off 
and  who  is  not  employed  for  a period  of  6 months,  must  re-establish 
vacation  eligibility. 

6.  Part-time  or  intermittent  employees  must  be  assigned  to  a regular 
schedule  to  earn  vacation.  Vacation  earned  is  on  a proportionate 
basis  to  the  time  worked. 

7.  Non-civil  service  employment  counts  toward  vacation  time  but  an 
employee  cannot  take  vacation  while  on  non-civil  service  appoint- 
ment . 

8.  Vacation  may  be  accumulated,  however,  at  least  one  week  must  be 
taken  each  ^ear. 

9.  Vacation  after  first  year  of  service  is  on  a calendar  year  basis. 

10,  Vacation  schedules  are  based  on  seniority  in  the  department  and 
the  Appointing  Officer  is  the  final  authority  in  granting  the 
exact  time  a vacation  can  be  taken. 

V.  SICK  LEAVE 


1.  Charter  Section  153  and  Civil  Service  Rule  32  provide  for  sick 
leave  with  pay  for  actual  illness.  A doctor's  certificate  may  be 
required  for  any  absence  and  must  be  submitted  for  absence  of  five 
days  or  longer. 

2.  Permanent  appointees  whether  Civil  Service,  Exempt,  or  Limited 
Tenure  are  eligible  for  sick  leave  for  personal  illness  or  injury 
not  employment  connected,  after  6 months  continuous  service.  When 
part-time  service  is  involved,  a prorated  rate  for  each  month  of 
service  is  made.  Sick  leave  is  earned  at  the  rate  of  ten  working 
days  per  year  for  full  time. 

3.  Temporary  appointees  whether  Civil  Service,  Limited  Tenure,  or 
Exempt,  must  occupy  their  positions  continuously  for  at  least  one 
year  before  becoming  eligible  for  sick  leave. 

4.  Employees  who  complete  one  year  of  continuous  service  under 
various  kinds  of  appointment  are  eligible  for  sick  leave. 

5.  "Sick  leave"  described  in  this  paragraph  may  be  granted  without 
the  necessity  of  occupying  a position  for  a stated  period  of  time. 
"Sick  leave"  also  includes  absence  due  to  quarantine;  death  in 
immediate  family;  death  of  relative.  Quarantine  "sick  leave"  is 
for  duration  of  quarantine.  "Sick  leave"  for  the  death  of  mother, 
father,  spouse,  child,  brother  or  sister  shall  not  extend  beyond 
the  date  of  burial  or  beyond  the  third  day  after  the  date  of  death, 
whichever  is  the  earlier.  "Sick  leave"  for  the  death  of  a relative 
other  than  the  above  allows  the  employee  one  day  leave  to  attend 
the  funeral. 
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V 


SICK  LEAVE  (Continued) 


6.  Any  break  (i.e.,  resignation,  termination.  Limited  Tenure  release 
in  service  (other  than  lay  off)  for  temporary  or  permanent  employ 
cancels  sick  leave  rights. 

7.  No  sick  leave  can  be  taken  while  on  non-civil  service  appointment 

VI.  WORKMEN* S COMPENSATION 

1.  Any  injury  incurred  while  at  work  or  while  engaged  on  official 
department  business  is  covered  by  the  California  Workmen's  Com- 
pensation Act.  All  injuries  must  be  reported  to  the  Personnel 
Office  on  designated  forms  in  order  for  the  employee  to  be  eli- 
gible for  compensation. 

VII.  ELIGIBILITY  FOR  BENEFITS  BY  TYPE  OF  APPOINTMENT 


1.  Eligibility  for  benefits  depend  on  the  kind  of  appointment  you 
receive.  You  have  been  appointed  as  one  of  the  following: 
Permanent  Civil  Service,  Temporary  Civil  Service,  Permanent 
Limited  Tenure,  Temporary  Limited  Tenure,  Non-Civil  Service, 
Permanent  Exempt,  Temporary  Exempt. 

2.  Permanent  Civil  Service  Appointment.  (The  position  is  permanent, 
and  an  employee  receives  a permanent  appointment  to  a specific 
position).  The  first  day  of  employment  the  employee  starts  earn- 
ing vacation  which  can  be  taken  at  the  conclusion  of  the  12th 
month  of  employment.  Sick  leave  with  pay  may  be  taken  at  the  con- 
clusion of  the  6th  month.  The  employee  becomes  a member  of  the 
Retirement  System  on  the  first  day  of  employment,  and  as  a member 
automatically  enters  the  Health  Service  System  (Medical  Plan)  and 
Social  Security.  Time  toward  the  first  salary  increase  starts  the 
first  day  of  employment  and  the  salary  increase  is  received  either 
at  the  end  of  the  6th  or  12th  month,  depending  on  the  classifica- 
tion in  which  the  employee  is  working. 

3.  Temporary  Civil  Service  Appointment.  (The  position  is  not  enumer- 
ated in  the  Annual  Salary  Ordinance) . In  most  cases  original  ap- 
pointment is  not  to  exceed  5 months.  If  the  appointment  is  not 
extended  the  employee  ends  his  employment  some  time  during  the  5- 
month  period  and  receives  none  of  the  benefits  noted  above.  The 
employee  starts  earning  vacation  the  first  day  of  employment  only 
if  the  original  Temporary  Civil  Service  appointment  is  extended. 

If  the  employee  is  reappointed  as  a Temporary  Civil  Service  em- 
ployee or  as  a Permanent  or  Temporary  Limited  Tenure  employee,  he 
becomes  eligible  for  vacation  at  the  end  of  the  12th  month. 

Sick  leave  with  pay  cannot  be  taken  unless  the  Temporary  appoint- 
ment is  extended  beyond  12  months;  if  so,  the  employee  is  eligible 
for  sick  leave  at  the  end  of  the  12th  month. 

If  the  appointment  is  extended  for  another  5 months  after  the 
original  appointment,  the  employee  becomes  a member  of  the  Retire- 
ment System  6 months  after  he  was  first  employed  and  automatically 
goes  into  the  Health  Service  System  (Medical  Plan)  and  Social 
Security. 
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VIJ  ELIGIBILITY  FOR  BENEFITS  BY  TYPE  OF  APPOINTMENT  (Continued; 


Time  toward  salary  increases  does  not  count;  that  is,  an  employe, 
could  complete  his  first  5 months'  Temporary  appointment,  followed 
by  another  5 months'  Temporary  appointment,  followed  by  another  5 
months'  Temporary  appointment  and  still  not  get  a salary  increase 

Permanent  Limited  Tenure  (Appointment  is  to  a position  enumerated 
in  the  Annual  Salary  Ordinance).  The  employment  is  ended  when  a 
Civil  Service  list  is  established  and  the  Permanent  Limited  Tenure 
employee  is  bumped  by  a Civil  Service  eligible  from  the  list.  The 
day  of  appointment  the  employee  starts  earning  vacation  which  can 
be  taken  at  the  conclusion  of  the  12th  month  of  employment  under 
the  specific  provisions  mentioned  in  Section  IV. 

If  absence  due  to  illness  is  required,  sick  leave  with  pay  can  bt 
taken  at  the  conclusion  of  the  6th  month. 

The  employee  becomes  a member  of  the  Retirement  System  after 
months  and  automatically  enters  the  Health  Service  System 
(Medical  Plan)  and  Social  Security. 

Time  towards  the  first  salary  increase  starts  the  first  day  of 
employment  and  the  increase  is  received  either  at  the  end  of  the 
6th  or  the  12th  month  depending  on  the  classification  of  the 
employee.  In  order  to  receive  salary  increments  the  appoint- 
ments must  be  "continuous”  which  is  defined  as  a break  of  not 
more  than  30  calendar  dayc  in  the  same  classification.  See 
Section  II  paragraph  2 for  specific  details. 

3.  Temporary  Limited  Tenure  (Duration  is  5 months  or  less  for  the 
original  appointment  and  appointment  is  to  a position  not  enumer- 
ated in  the  Annual  Salary  Ordinance) . The  day  of  employment  the 
employee  starts  earning  time  towards  vacation  only  if  the  employee 
is  certified  as  a Temporary  LT  or  continued  in  some  other  type  of 
appointment  past  12  months. 

Sick  leave  with  pay  can  be  taken  if  a series  of  continuous  ap° 
pointment  lasts  beyond  12  months. 

The  employee  becomes  a member  of  the  Retirement  System  if  the 
original  5 months'  appointment  is  extended  by  either  Temporary  LT 
or  if  the  appointment  is  changed  to  a Permanent  LT  or  another  type 
of  appointmenc  which  carries  the  service  of  the  employee  beyond 
6 months.  If  so,  the  employee  becomes  a member  of  the  Retirement 
System  6 months  from  the  date  of  his  original  employment.  If  the 
employee  becomes  a member  of  the  Retirement  System  he  automati- 
cally becomes  a member  of  the  Health  Service  System  (Medical  Plan) 
and  Social  Security.  Time  toward  the  first  salary  increase  does 
not  count  since  no  temporary  time  counts  toward  salary  increase 
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VII.  ELIGIBILITY  FOR  BENEFITS  BY  TYPE  OF  APPOINTMENT  (Continued) 


6.  Non-Civil  Service  (Duration  is  up  to  a limit  of  90  days  worked). 
An  employee  cannot  be  paid  for  more  than  90  days  in  any  calendar 
or  fiscal  year.  On  the  day  of  appointment  the  employee  starts 
earning  time  towards  vacation  which  cannot  be  taken  until  employ- 
ment under  other  types  of  appointment  totals  12  months.  Time  as 
a Non-Civil  Service  employee  counts  toward  sick  leave  with  pay 
which  can  be  taken  when  a Non-Civil  Service  appointment  is  fol- 
lowed by  a series  of  Limited  Tenure  appointments  and  the  total 
lasts  beyond  12  months.  While  an  employee  is  on  a Non-Civil 
Service  appointment  he  cannot  take  sick  leave  or  vacation  even 
though  earned  in  some  other  type  of  appointment.  The  employee 
becomes  a Retirement  System  member  only  if  a combination  of  Non- 
Civil  Service  and  Limited  Tenure  time  goes  past  12  months.  If 
the  employee  becomes  a Retirement  System  member  he  automatically 
becomes  a member  of  the  Health  Service  (Medical  Plan)  and  Social 
Security.  Time  toward  the  first  salary  increase  does  not  count. 

7.  Permanent  Exempt  (Limited  to  under  70  hours  per  month  and  also 
to  a salary  maximum  which  is  set  each  year).  On  the  day  of  ap- 
pointment the  employee  starts  earning  time  toward  vacation  which 
may  be  taken  at  the  conclusion  of  the  12th  month  of  employment. 
Sick  leave  with  pay  can  be  taken  at  the  conclusion  of  6 months. 

The  employee  cannot  become  a member  of  the  Retirement  System  and 
therefore  cannot  be  in  the  Health  Service  System  or  Social  Se- 
curity. Time  toward  the  first  salary  increase  starts  on  the  first 
day  of  appointment  and  is  received  either  at  the  end  of  the  6th  or 
12th  month  depending  on  the  classification  of  the  employee. 

8.  Temporary  Exempt  (Limited  to  under  70  hours  per  month  and  also 
to  a salary  maximum  which  is  set  each  year  and  the  position  is 
not  enumerated  in  the  Annual  Salary  Ordinance).  No  salary  in- 
creases are  possible  with  this  type  of  appointment.  Employees 
are  eligible  for  vacation  at  the  conclusion  of  12  months  of  em- 
ployment. Employee  is  eligible  for  sick  leave  with  pay  at  the 
conclusion  of  12  months  of  employment. 
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experience  with  1 yr*  in  admin- 
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233b  NURSING  SUPERVISOR-,  PSYCHIATRY  ♦10b3  - 1313  HA  psych 
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APPENDIX 


PROJECTED  DEMOGRAPHIC  CHANGES  FOR  SAN  FRANCISCO,  1965  to  1990 
Population  Trends  for  San  Francisco 

The  population  of  San  Francisco,  740,316  in  1960,  has  been  declining  since 
1945  when  it  was  827,400.  There  is  every  indication  that,  given  past  trends,  it 
will  continue  to  decline  through  1975.  After  1975,  however,  it  will  probably 
begin  to  increase.  Even  though  it  is  expected  that  the  population  will  have 
been  growing  for  fifteen  years  by  1990,  it  will  not  be  at  a fast  rate  and  will 
have  surpassed  its  1960  size  by  only  2 percent.  Actually,  the  expected  changes 
in  the  size  of  the  total  population  are  not  very  large;  the  1975  low  of  approxi- 
mately 703,700  is  not  too  far  from  the  projected  high  of  approximately  755,600 
in  1990.  However,  it  is  expected  that  the  characteristics  of  the  population  will 
have  changed  considerably  during  this  period. 

TABLE  5 

POPULATION  OF  SAN  FRANCISCO:  1960  to  1990 


Year 

Population 

1960 

740,316 

1965 

727,196 

1970 

711,274 

1975 

703,712 

1930 

710,050 

1935 

728,506 

1990 

755,572 

Source:  Appendix  Table  A-6. 
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FIGURE  2 --  PROJECTED  POPULATION  OF  SAN  FRANCISCO  BY  COLOR:  1960  to  1990 


1960  1965  1970  1575  1500  1935  1990 


Source:  Table  A- 6 


Age:  Major  changes  in  the  age  structure  of  the  population  can  be  expected 

to  occur  between  1950  and  1990.  In  1960,  persons  20  to  44  comprised  the  largest 
age  group  in  the  city  with  247,721  people.  The  next  largest  group  consisted  of 
persons  aged  45  to  64  (200,736),  followed  closely  by  persons  under  20  (199,256). 
Persons  aged  65  and  over  constituted  the  smallest  age  group  with  only  91,603 
people . 

TABLE  6 

POPULATION  OF  SAN  FRANCISCO  BY  AGE:  1960  to  1990 


Enumerated  Population 
19  6 0 

Projected  Population 
19  9 0 

Age 

Number 

Percent 

Number 

Percent 

Total 

740,316 

100.0 

755,572 

100.0 

Under  20 

199,256 

26.9 

254,199 

33.6 

20-44 

248,721 

33.6 

306,896 

40.6 

45-64 

200,736 

27.1 

103,981 

13.8 

65  and  over 

91,603 

12.4 

90,496 

12.0 

Source:  Appendix  Table  A-6 

By  1990,  some  of  this  regularity  in  the  age  structure  will  have  disappeared 
and  the  major  part  of  the  population  will  be  clustered  within  the  age  groups 
under  45.  By  that  year  it  is  expected  74.3  percent  of  this  population  will  be 
under  45  as  compared  to  60.5  percent  in  1960. 

Ages  20*44:  This  age  group  will  grow  both  as  a result  of  the  postwar 

"baby  boom"  and  the  age  pattern  of  migration  into  and  out  of  San  Francisco. 

The  postwar  babies  had  just  begun  to  enter  this  age  group  in  1960,  but  by  1990 
they  will  all  be  within  it.  Although  this  factor  (i.e.,  the  aging  of  the  popu- 
lation) is  important,  migration  accounts  for  much  more  of  the  increase  in  this 
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FIGURE  3 — POPULATION  PYRAMIDS  FOR  SAN  FRANCISCO:  1960,  1975,  and  1990 
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group.  Migration  is  selective  as  to  age,  and  it  is  the  15-  to  24-year  olds 
who  may  be  expected  to  migrate  into  the  city  in  the  largest  numbers  if  past 
trends  continue.  Most  of  these  migrants  will  be  between  20  and  44  in  1950. 

However,  the  population  aged  20-44  will  probably  decline  from  1960  to  197' 

and  its  subsequent  growth  will  not  be  sufficient  to  cause  it  to  surpass  its 
1960  size  until  1985.  It  is  expected  to  number  approximately  306,990  in  1990. 
which  is  an  increase  of  23  percent  over  its  1960  size. 

Ages  under  20:  The  large  increases  projected  for  the  population  under  20 

years  of  age  (from  199,256  in  1960  to  about  254,200  in  1990)  are  related  to  the 
increases  in  the  population  aged  20  to  44,  since  most  of  the  women  in  the  child- 
bearing ages  (15  to  44)  fall  into  the  latter  group.  The  under  20  age  group  will 

gain  additional  people  through  the  disproportionate  number  of  15-  to  24-year 
olds  among  the  in-migrants  and  because  of  the  increase  in  the  proportion  of 
nonwhites  in  the  population  (nonwhites  in  San  Francisco,  as  in  the  rest  of  the 
nation,  have  higher  fertility  rates  than  do  whites).  Although  the  size  of  this 
age  group  will  decline  between  1965  and  1975  it  will  at  all  times  be  larger  than 

it  was  in  1960,  in  fact,  it  is  likely  to  have  increased  25  percent  over  its  1960 

size  by  1990. 

Ages  45-64:  Persons  aged  50-60  in  1990  represent  the  group  born  during 

the  low  birth  rate  years  of  the  1930's.  This  accounts  for  the  deficit  in  the 
45  to  64  age  group,  which  is  expected  to  decline  48  percent,  from  200,736  in 
1960  to  104,000  in  1990.  The  out-migration  of  whites  may  provide  additional 
losses  to  this  group,  which  will  decline  steadily  throughout  the  period. 

Ages  65  and  over:  The  size  of  the  population  of  San  Francisco  over  65  years 

of  age  would  be  expected  to  grow  during  the  projection  period* if • there  were  no 
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migration.  However,  so  many  persons  will  have  left  the  city  by  age  65,  if 
present  trends  continue,  that  some  decrease  (1  percent)  in  the  number  of  persons 
in  this  age  group  can  be  expected  by  1990.  This  decline  will  not  occur  until 
after  1980;  before  then  the  number  of  persons  in  the  population  over  65  years 
of  age  can  be  expected  to  increase. 

These  changes  in  the  age  structure  of  the  population  will,  among  other 
things,  affect  the  supply  of  labor  within  the  city.  There  will  be  a decrease 
in  the  proportion  of  the  population  of  working  age  (15  to  64)  between  1960  and 
1990.  This  means  that  there  will  be  more  dependents  for  each  person  of  working 
age.  The  changes  in  the  dependency  rate  will  be  erratic,  but  the  rate  will  be 
consistently  higher  than  it  was  in  1960.  This  change  will  be  due  primarily  to 
increases  in  the  number  of  dependent  children  in  the  population. 


TABLE  7 

DEPENDENCY  RATES  FOR  SAN  FRANCISCO'S 
PROJECTED  POPULATION:  1960  to  1990 


Year 

Population  under 
15  per  100  persons 
of  working  ages 

Population  over 
65  per  100  persons 
of  working  ages 

Population  under 
15  and  over  65 
per  100  persons 
of  working  ages 

1960 

32 

19 

51 

1965 

37 

21 

53 

1970 

38 

23 

61 

1975 

38 

24 

62 

1930 

36 

23 

59 

1935 

33 

21 

59 

1990 

42 

19 

61 
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Sex  Composition:  The  distribution  of  the  population  by  sex  is  also  an 

important  labor  force  factor,  since  a larger  proportion  of  males  are  normally 
in  the  labor  force  than  of  females.  In  1960,  the  San  Francisco  population  had 
fewer  males  than  females  (363,133  males  versus  377,178  females);  the  ratio  can 
be  expected  to  have  declined  even  further  by  1990.  This  is  partially  a function 
of  the  longer  expectation  of  life  of  women.  However,  the  migration  pattern  is 
also  an  important  factor,  since  the  white  females  have  lower  out-migration  rates 
and  the  nonwhite  females  have  higher  in-migration  rates  than  do  white  and  non- 
white males,  respectively. 

By  1975,  the  number  of  males  in  the  population  is  expected  to  have  declined 
to  333,000  and  the  number  of  females  to  370,700.  Although  both  segments  are  sub- 
sequently expected  to  grow,  only  the  number  of  females  will  have  surpassed  its 
1960  size  by  1990  (about  393,200  females  are  expected  in  1990,  but  only  357,300 
males).  This  increase  in  the  proportion  of  women  in  the  city  population  will 
occur  mainly  in  the  over  45  age  group. 

TABLE  8 

POPULATION  OF  SAN  FRANCISCO  BY  SEX:  1960  to  1990 


Year 

Males 

Females 

Sex  Ratio 

(Males  per  100  Females) 

1960 

363,133 

377,178 

96.3 

1965 

351,053 

376,143 

93.3 

1970 

339,322 

371,952 

91.2 

1975 

332,967 

370,745 

89.8 

1980 

334,564 

375,486 

89.1 

1985 

343,373 

385,133 

89.2 

1990 

357,346 

398,226 

39.7 

Source: 

Appendix  Table  A-6 
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Projected  Trends  in  the  White  Population  of  San  Francisco 


The  white  population  of  San  Francisco  has  been  declining  since  1945 , just 
as  the  total  population  has.  The  former,  however,  is  expected  to  continue  to 
decline  throughout  the  projection  period.  This  population  decline  has  primarily 
been  the  result  of  the  migration  of  whites  from  the  city  to  the  suburbs.  Indi- 
cations are  that  migration  to  the  suburbs  will  continue  for  some  time.  Although 
migration  is  the  main  factor  expected  to  cause  the  population  decline  it  is  not 
the  only  factor;  the  declining  white  fertility  rate  which  has  been  projected  is 
sufficiently  low  so  that  the  population  would  decline  by  five  percent  between 
1960  and  1990  even  if  there  were  no  out-migration.  With  migration  the  white 
population  could  decrease  by  as  much  as  35  percent  (from  604,528  in  1960  to 
approximately  393,400  in  1990). 

TABLE  9 

PROJECTED  WHITE  POPULATION 
OF  SAN  FRANCISCO  BY  SEX:  1960  to  1990 


Year 

Total 

Males 

Females 

1960 

604,528 

292,778 

311,750 

1965 

561,259 

267,369 

293,890 

1970 

514,750 

242,296 

272,454 

1975 

473,446 

221,263 

252,103 

1980 

440,327 

205,431 

234,896 

1985 

414,108 

193,941 

220,167 

1990 

393,414 

185,729 

207,635 

Source:  Appendix  Table  A-6 
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The  age  structure  of  the  white  population  can  also  be  expected  to  change 
between  1960  and  1990,  but  the  changes  will  not  be  as  large  as  those  in  the  age 

structure  of  the  total  population.  The  major  change  will  take  place  in  the  45- 

to  64-age  group  which,  if  present  trends  continue,  will  decline  from  175,724  in 
1960  to  approximately  59,400  in  1990  (from  29  percent  of  the  total  to  15  percent). 
This  group  will  be  declining  more  rapidly  than  the  others  because  of  the  deficit 
of  births  during  the  1930's.  This  could  prove  to  be  a very  significant  change. 

Aside  from  the  large  absolute  drop  in  numbers  (a  drop  of  two-thirds)  it  is  con- 

ceivable that  the  group  remaining  would  be  made  up  predominantly  of  the  affluent 
and  the  poor,  with  few  "middle  class"  whites  in  the  middle  and  older  years 
remaining.  Most  of  the  middle  class  may  have  "copped  out"  and  for  one  reason 
or  another  moved  to  the  suburbs . 

The  number  of  20-  to  44-year  olds  in  the  population  is  likely  to  decrease 
even  though  the  group  will  be  bolstered  by  the  "baby  boom"  babies,  all  of  whom 
will  be  within  this  group  by  1990,  and  by  the  15-  to  24-year  olds  who  are 
expected  to  continue  migrating  into  the  city  (these  presently  are  the  only  ages 
at  which  whites  are  in-migrants).  Accordingly,  this  group  will  form  a pro- 
portionately larger  part  of  the  total  white  population  in  1990  than  it  did  in 
1960  (increasing  from  33  percent  of  the  total  in  1960  to  39  percent  in  1990)  . 

The  white  population  under  20  years  of  age  will  probably  decline.  This  is 
related  to  the  decrease  in  the  number  of  women  in  the  childbearing  ages  and  to 
the  decreasing  fertility  rate  which  has  been  assumed  in  making  these  projections. 
This  decline  in  the  size  of  the  white  school-age  population  will  make  it 
increasingly  more  difficult  to  achieve  any  goals  of  integrated  education  and 
racial  balance  in  the  schools. 
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FIGURE  4 — POPULATION  PYRAMIDS  FOR  SAN  FRANCISCO  WHITES:  1960,  1975,  and  1990 
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The  size  of  the  white  population  of  San  Francisco  over  65  years  of  age  can 
be  expected  to  grow  through  1970  and  then  to  decline.  This  decline  will  occur 
because  so  many  people  will  have  left  the  city  before  reaching  age  65,  assuming 
that  present  out-migration  trends  continue. 

These  changes  in  the  age  structure  of  the  white  population  will  place  a 
strain  on  the  labor  market  since  the  proportion  of  the  population  of  working 
age  will  decline  (the  dependency  rate  will  increase  from  48  in  1960  to  63  in 
1990) . In  addition,  the  proportion  of  males  in  the  population  is  likely  to 
decline.  These  changes  can  have  several  possible  consequences:  more  women  may 
enter  the  labor  force,  the  city  may  have  to  depend  more  upon  commuters  to  fill 
jobs,  or  the  nonwhites  moving  into  the  city  may  find  a greater  variety  of  jobs 
open  to  them. 

Projected  Trends  in  the  Nonwhite  Population  of  San  Francisco 

Although  the  total  city  population  has  been  declining  since  1945,  the  non- 
white population  has  been  growing.  This  growth  is  expected  to  continue  through- 
out the  projection  period  as  a result  of  the  continued  migration  of  nonwhites 
into  the  city. 

The  influx  of  nonwhites  into  San  Francisco  has  two  main  components  which 
are  acting  independently  of  each  other.  One  component  consists  of  Negroes  who 
are  migrating  from  other  parts  of  the  United  States.  The  other  component  con- 
sists of  Chinese  who  are  migrating  into  the  United  States  from  Asia  and  settling 
in  San  Francisco.  The  importance  of  the  latter  has  increased  in  recent  years 
since  the  adoption  of  the  new  national  immigration  law.  Even  though  information 
about  this  migration  stream  is  not  complete  at  present,  it  appears  as  though  it 
will  continue  for  some  time. 
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Although  migration  does  bring  many  nonwhites  into  the  city  each  year,  it 
does  not  account  for  all  of  the  growth  in  this  segment  of  the  population.  Sven 
if  the  fertility  rates  of  nonwhites  in  San  Francisco  decline,  as  it  has  been 
assumed  they  will,  they  will  still  be  sufficiently  high,  and  the  population 
sufficiently  young,  so  as  to  result  in  over  a 50  percent  increase  in  the  non- 
white population  by  1990.  With  the  addition  of  the  new  migrants,  the  nonwhite 
population  may  increase  by  as  much  as  167  percent  by  1990.  This  will  result  in 
an  increase  in  the  proportion  of  nonwhites  in  the  population  from  10  to  40  per- 
cent and  in  the  number  of  nonwhites  from  135,703  to  approximately  362,200. 

TABLE  10 

PROJECTED  NONWHITE  POPULATION 
OF  SAN  FRANCISCO  BY  SEX:  1960  to  1990 


Year 

Total 

Males 

Females 

1960 

135,730 

70,350 

65,420 

1965 

165,937 

03,604 

02,253 

1970 

196,524 

97,026 

99,490 

1975 

230,256 

111,704 

118,562 

1980 

269,723 

129,133 

140,590 

1905 

314,390 

149,432 

164,966 

1990 

362,150 

171,617 

190,541 

Source:  Appendix  Table  A-6 

The  major  changes  expected  to  occur  in  the  city's  nonwhite  population  are 
in  its  size  and  its  sex  composition;  it  is  not  expected  to  experience  major 
changes  in  its  age  composition.  The  number  of  persons  in  all  of  the  age  groups 
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FIGURE  5 --  POPULATION  PYRAMIDS  FOR  SAN  FRANCISCO  NONWHITES:  1960,  1975,  and  1990 


AGE 


is  likely  to  grow  during  the  projection  period  since  it  has  been  assumed  that 
nonwhites  will  continue  to  migrate  into  the  city.  However,  this  growth  will 
be  modified  by  other  factors  in  the  case  of  two  of  the  age  groups. 

The  number  of  persons  aged  20  to  44  will  grow  somewhat  more  rapidly  than 
would  otherwise  be  expected  because  of  the  post-war  "baby  boom."  All  of  these 
post-war  babies  will  be  in  this  age  group  in  1990  so  it  would  grow  even  apart 
from  the  effects  of  migration. 

The  size  of  the  45-  to  64-age  group  will  grow  more  slowly  than  would  be 
expected.  In  1990,  part  of  this  group  will  be  composed  of  persons  born  during 
the  low  birth  rate  years  of  the  1930's,  as  a result  there  will  be  a deficit  of 
people  in  these  ages. 

These  changes  in  the  age  structure  of  the  population  will  be  reflected  by 
changes  in  the  dependency  rate.  The  total  nonwhite  dependency  rate  in  1960 
was  62,  and  it  is  likely  to  increase  to  72  in  1990. 

Further  increases  in  dependency  may  be  brought  about  by  the  large  change 
which  is  likely  to  occur  in  the  sex  composition  of  the  nonwhite  population. 
Although  in  1960  there  were  more  nonwhite  males  than  females  (108  males  for 
every  100  females)  in  San  Francisco,  by  1990  it  is  likely  that  there  will  be 
more  females  than  males  (90  males  for  every  100  females).  This  expected  change 
is  the  result  of  the  longer  expectation  of  life  enjoyed  by  women  and  of  the 
higher  in-migration  rates  of  women.  The  high  sex  ratio  exhibited  in  1960 
probably  is  a reflection  of  the  higher  mobility  which  men  enjoyed  in  the  past 
since  it  was  mainly  at  the  older  ages  that  men  outnumbered  women. 
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SOME  CONCLUSIONS  AND  IMPLICATIONS 


The  most  probable  evolution  of  the  San  Francisco  population  over  the  thirty 
years  from  1960  to  1990  has  been  examined.  It  has  been  found  that  the  popula- 
tion is  likely  to  continue  to  decline  until  1975  primarily  as  a result  of  the 
continued  migration  of  whites  from  the  city.  The  nonwhite  population,  which  is 
expected  to  increase  throughout  the  three  decade  period,  will  not  be  growing  in 
sufficient  numbers  to  make  up  the  difference.  After  1975,  however,  the  total 
population  may  be  expected  to  grow  again.  These  opposing  migration  patterns 
will  result  in  a substantial  increase  in  the  proportion  of  nonwhites  in  the 
population.  This  pattern  of  change  in  the  city's  racial  makeup  will  be  paral- 
leled by  alterations  in  the  age  composition  of  the  total  population.  There 
will  be  a substantial  increase  in  the  number  of  children  in  the  population, 
although  the  number  of  white  children  will  probably  decline.  There  will  also 
be  increases  in  the  population  aged  20  to  44,  which  includes  the  prime  work 
years  as  well  as  the  years  of  family  formation. 

Housing 

San  Francisco  is  presently  faced  with  a serious  deficiency  of  low-  and 
moderate-income  housing.  In  1950,  for  example,  there  were  approximately  45,000 
households  living  in  substandard  housing,  many  of  whom  were  families  of  low 
income  with  children.  Housing  research  indicates  that  less  than  2,000  units 
have  been  constructed  since  1950  to  meet  the  need.  The  San  Francisco  Housing 
Authority  has  a waiting  list  of  almost  3,000  for  public  housing  alone.  If  low- 
income  families  continue  to  migrate  into  the  city,  as  they  are  expected  to  do, 
every  indication  is  that  San  Francisco  will  continue  to  face  a serious  shortage 
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of  appropriate  housing.  Moreover,  increased  production  of  moderate-income 
housing  will  be  necessary  if  the  city  wants  to  curtail  the  exodus  of  middle- 
income  families.  The  provision  of  more  moderate-priced  housing  might  also 
result  in  the  modification  of  the  projected  changes  in  racial  composition  and 
so  put  the  city  in  a position  where  it  can  more  adequately  deal  with  the 
pressing  need  for  integration.  More  of  such  housing  would  also  help  to  meet 
the  needs  of  nonwhites  who  have  the  financial  resources  but  lack  the  opportunity 
to  occupy  adequate  housing.  This  is  particularly  important  since  nonwhites 
generally  do  not  have  equal  access  to  suburban  housing. 

Although  the  population  group  aged  20  to  44  will  not  surpass  its  I960,  size 
until  1985,  its  younger  segment  will  begin  to  grow  by  1970.  This  trend  will 
bring  a large  number  of  single  people  into  the  city  and  could  correspondingly 
increase  the  demand  for  small  economic  apartments.  Other  studies  have  documented 
the  large  in-migration  of  single  people  as  well  as  the  recent  propensity  to 
build,  and  even  overbuild,  units  for  them.  One  potential  way  of  changing  the 
projections  in  these  reports  and  the  future  age  and  family  composition  of  the 
city  is  to  encourage  and  provide  housing  for  families  at  the  expense  of  those 
for  single  people. 

If  people  in  the  45-  to  64-age  group  continue  to  move  out  of  the  city  to 
the  suburbs  a reduction  in  the  market  for  higher-priced  housing  may  occur.  This 
age  group  usually  embodies  most  of  the  demand  for  more  expensive  housing  since 
it  often  contains  the  households  with  larger  incomes.  This  is  not  to  say  that 
the  demand  for  high-income  housing  will  be  eliminated.  If  San  Francisco  becomes 
the  archetype  Gold  Coast  and  slum  community  --  as  it  could,  given  the  implica- 
cations  of  these  projections  --  the  market  for  high-income  housing  will  reflect 
the  new  population  composition  and  thus  will  be  an  important  part  of  the  total 
housing  market. 
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The  population  of  San  Francisco  over  65  years  of  age  is  likely  to  continue 
to  grow  until  1975.  This  represents  the  aging  of  persons  already  residing  in 
the  city;  it  does  not  suggest,  as  indicated  in  the  Community  Renewal  Program 
report,  that  persons  over  65  years  of  age  have  been  moving  into  the  city.  In 
fact,  a decline  in  the  size  of  this  age  group  is  expected  to  occur  after  1975, 
although  it  will  be  so  gradual  that  the  group  will  remain  larger  than  its  1960 
size  until  1990.  On  the  basis  of  this  expectation  and  the  already  inadequate 
housing  available  to  most  elderly  city  residents,  it  is  evident  that  additional 
senior  citizen  housing  will  be  required. 

Housing  is  an  important  resource  in  achieving  and  preserving  a viable  com- 
munity. Given  the  desirability  of  maintaining  a balanced  housing  stock,  a 
continuing  program  of  assessment  of  housing  needs  and  uses  is  necessary.  This 
assessment  should  consider  the  quality  of  the  housing  stock  as  well  as  its 
quantity  and  the  size  of  housing  units. 

Labor  Force 

The  influx  of  people  in  their  twenties  means  that  there  will  be  a steadily 
increasing  number  of  persons  capable  of  and  seeking  to  enter  the  labor  force. 
There  will  also  be  an  increasing  proportion  of  women  in  the  labor  force  as  a 
concomitant  to  the  increasing  proportion  of  women  in  the  population. 

The  loss  of  people  in  the  middle  years  could  produce  a strain  on  the  labor 
market,  since  this  is  the  group  that  represents  the  more  highly  skilled  and 
experienced  persons.  However,  since  employment  opportunities  for  many  such 
skilled  persons  are  centered  in  the  urban  area,  it  may  be  assumed  that  the 
actual  result  will  be  to  increase  the  number  of  persons  commuting  to  jobs  in 
the  city  from  their  homes  in  the  suburbs.  While  commuting  should  bring  part  of 
the  population  aged  45  to  64  back  to  the  city  during  the  working  hours,  the 
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overall  population  decline  of  this  group  will  be  reinforced  by  the  nationwide 
deficit  of  births  during  the  1930's. 

Many  of  the  new  nonwhite  migrants  establishing  residence  in  the  city  will 
be  seeking  unskilled  and  semi-skilled  jobs.  The  majority  of  such  Bay  Area  jobs 
are  not  in  San  Francisco,  but  these  people  will  choose  to  live  in  the  city 
where  better  housing  choices  are  offered  to  nonwhites,  and  where  there  is 
greater  accessibility  to  scattered  job  locations.  The  city  should  give  strong 
consideration  to  the  expansion  of  job  training  programs  to  establish  a better 
balance  between  its  labor  needs  and  the  skills  offered  by  its  resident  popula- 
tion. Since  the  city's  needs  are  primarily  for  white  collar  personnel,  it 
should  provide  training  for  its  residents  in  the  appropriate  skills.  At  the 
same  time,  the  suburbs  are  going  to  have  to  begin  to  face  their  responsibility 
for  providing  housing  for  the  nonwhites  who  work  there. 

Schools 

The  schools  are  probably  the  city  facility  which  will  first  feel  the  effect 
of  the  population  change.  As  has  been  stated,  the  population  under  20  years  of 
age  will  experience  constant  growth  between  1960  and  1990.  This  clearly  implies 
a heightened  need  for  more  schools.  Since  the  nonwhite  school  population  will 
be  increasing  even  more  rapidly  than  the  total  nonwhite  population,  integration 
of  the  schools  will  be  a more  pressing  need  than  it  will  be  in  other  community 
facilities.  Integration  may  also  become  more  difficult  to  achieve  since  the 
school-age  population  is  projected  as  being  only  45  percent  white  in  1990.  The 
actual  proportion  of  whites  in  the  public  schools  may  be  even  smaller  since  the 
generally  larger  financial  resources  of  the  white  population  gives  them  greater 
access  to  private  schools. 
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Part  of  the  growing  nonwhite  school-age  population  will  be  comprised  of 
Chinese  youths  who  are  recent  migrants  from  Hong  Kong  or  Formosa.  They  will 
require  special,  imaginative  school  programs  if  they  are  to  fully  benefit  from 
the  education  they  receive  here.  Of  particular  importance  will  be  training  in 
the  use  of  the  English  language. 

Transportation 

These  projections  indicate  that  the  city  can  expect  an  increasing  number 
of  persons  to  be  commuting  both  to  and  from  the  city  in  the  future.  The  influx 
of  nonwhites  is  likely  to  result  in  a growing  number  of  reverse  commuting,  since 
many  of  these  people  may  work  in  the  suburbs  although  they  live  in  the  city.  If 
there  is  a continued  out-migration  of  whites,  the  number  of  commuters  to  the  city 
will  also  increase  since  many  of  these  people  will  retain  their  city  jobs  after 
moving  to  the  suburbs.  This  implies  a need  for  increased,  rapid,  low-cost 
transportation  and  transportation  facilities  of  every  type;  the  low  cost  is 
especially  important  for  the  reverse  commuters  since  many  of  them  will  probably 
continue  to  have  lower  paying  jobs  and  will  not  be  able  to  afford  the  expense 
of  commuting.  The  completion  of  Bay  Area  Rapid  Transit  should  alleviate  this 
problem,  but  its  full  effect  still  remains  to  be  seen. 

*  *  * * 

The  changing  size  and  composition  of  San  Francisco's  population  has  impor- 
tant implications  for  all  aspects  of  city  planning  and  policy.  Not  only  does 
it  affect  physical  aspects  of  the  city  like  housing,  schools,  and  the  means  of 
transportation,  but  it  also  affects  such  social  aspects  as  integration  and  job 
training.  In  none  of  these  can  San  Francisco  be  considered  in  isolation;  it 
must  be  considered  as  a part  of  the  metropolitan  region  in  which  it  is  located, 
and  of  which  it  is  an  interdependent  part. 
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These  projections  are  based  upon  recent  population  trends  for  San  Francisco 
which  are  expected  to  continue  into  the  future,  all  other  things  being  equal. 

The  city  need  not,  however,  accept  with  complacency  or  resignation  a population 
pattern  which  it  does  not  consider  to  be  favorable  to  the  development  of  the 
community.  By  thoughtful  evaluation  and  application  of  city  policies,  San 
Francisco  can,  within  limits,  achieve  the  population  mix  it  desires  and  can 
provide  the  best  possible  environment  for  its  residents. 

A continued  influx  of  a low-income,  nonwhite  population,  a concurrent  out- 
migration of  middle-income  white  families,  and  a growing  proportion  of  young 
people  in  the  city  have  been  projected  for  San  Francisco.  The  income  status 
of  the  migrants  was  not  clearly  implied  in  the  projections  but  was  derived  on 
the  basis  of  their  past  characteristics  and  an  assessment  of  likely  future 
changes.  It  has  been  noted  that  there  will  be  an  increased  need  for  low-cost 
housing,  schools,  and  job  training  programs  to  meet  the  requirements  of  this 
changing  population.  Moreover,  the  suburbs  must  begin  to  accept  the  responsi- 
bility of  providing  housing  for  the  labor  force  which  they  and  their  industries 
attract  into  the  area.  The  provision  of  adequate  housing  and  jobs  are  regional 
problems,  not  just  local  ones,  and  the  time  has  come  for  them  to  be  treated  as 
such.  If  present  trends  are  allowed  to  continue,  San  Francisco  may  become  an 
economic  and  racial  ghetto;  such  an  occurrence  would  hurt  all  of  the  people  in 
the  region,  not  only  those  who  live  in  San  Francisco. 

More  intensive  study  is  required  before  a program  can  be  developed  to  main- 
tain a well-balanced  population  mix  in  San  Francisco.  However,  certain  general 
areas  of  consider &t ion  are  apparent.  The  city  should  capitalize  on  its  natural 
resources  by  preserving  its  physical  assets  and  by  broadening  its  beautification 
and  development  efforts.  It  must  enrich  its  educational  programs  to  meet  the 
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increasingly  varied  and  numerous  demands  of  the  people  served.  An  outstanding 
school  system  is  a major  concern  to  families  of  all  economic  backgrounds  and 
would  encourage  many  families  now  leaving  the  city  to  remain.  The  city  should 
also  attempt  to  broaden  and  improve  its  recreational  and  cultural  facilities. 

San  Francisco  should  seek  to  attract  industries  which  will  contribute  to 
its  social,  as  well  as  to  its  economic,  growth.  They  should  be  selected  not 
simply  because  they  make  use  of  skills  presently  in  the  population,  but  because 
they  contribute  to  the  long-term  growth  objectives  of  the  city  through  the  pro- 
vision of  job  training  programs  and  a broad  range  of  employment  opportunities. 

Ultimately,  the  population  of  San  Francisco  will  be  a result  of  either 
nonaction  (or  no  new  policies  and  programs),  in  which  case  it  will  be  close  to 
these  projections,  or  a result  of  new  policies  and  actions  geared,  or  not  geared 
to  the  problems.  In  the  latter  case,  the  actual  population  will  be  different 
from  these  projections.  This  is  more  likely  to  be  the  case.  What  has  been 
presented  here  is  one  basis  upon  which  elected  public  officials  and  planners 
alike  can  start  policies  and  inaugurate  programs  to  achieve  the  kind  of  com- 
munity they  wish. 
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SUPERIOR  COURT  OF  CALIFORNIA  - SAN  FRANCISCO 

This  outline  has  been  prepared  to  set  forth  the  role  and  duties  of  the 
Superior  Court  in  conforming  to  the  guidelines  established  by  the  Lanterman- 
Petris-Short  Act  which  becomes  effective  July  1,  1S»9. 

In  the  administration  of  justice  and  to  enable  it  to  protect  the  civil 
rights  of  all  involuntarily  detained  persons,  the  Court  has  appointed  a 
Counselor  in  Mental  Health.  Sec.  $775  Welfare  and  Institutions  Code. 

It  is  his  duty,  with  the  assistance  of  the  Clerk  of  the  Court,  to  follow 
up  all  patients  at  various  times  during  their  confinement  on  the  wards  of  the 
psychiatric  hospitals  and  make  a report  to  the  Court. 

There  are  seven  separate  procedures  for  involuntary  detention  for 
evaluation  and  treatment  of  the  persons  affected  by  the  lawi  the  mental ly 
disordered,  the  chronic  alcoholics,  and  the  gravely  disabled.  A gravely 
disabled  person  is  one  who,  as  a result  of  mental  disorder  or  impairment  by 
chronic  alcoholism,  is  unable  to  provide  for  his  basic  personal  needs  for  food, 
clothing,  and  shelter. 

These  procedures  fall  into  four  basic  types,  which  will  be  outlined  in 

detail  as  to  the  extent  in  which  the  Court  is  involved. 

1)  72  HOUR  DETENT i OH  FOR  EVALUATION  AND  TREATMENT 

The  facts  presented  to  the  agency  conducting  the  pre-pet i t ion  screening 
may  lead  to  the  determination  that  a person  is  mentally  disordered  and,  as 
a result  of  that  disorder,  is  a danger  to  others,  or  to  himself,  or  is 
gravely  disabled.  Sec.  5150  W t 1 Code. 

If  it  is  shown  that  he  will  not  agree  to  accept  voluntary  professional 
counselling,  evaluation,  or  crisis  intervention,  the  Counselor  in  Mental 
Health  will  make  and  file  a petition  to  the  Court  for  an  order  requiring  him 
to  submit  to  an  evaluation  at  a designated  time  and  place. 

If  he  does  not  appear  as  directed,  he  will  be  apprehended  by  a peace 

MICHAEL  C.  KELLY 
COUNSELOR  IN  MENTAL  HEALTH 
2450  - 22nd  STREET 
SAN  FRANCISCO,  CA.  94110 
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officer  or  the  Counselor  in  Mental  Health  who  will  cause  him  to  be  detained 
for  the  purpose  of  such  evaluation. 

The  evaluating  doctor  need  only  detain  him  for  the  period  of  time 
necessary  to  give  him  a proper  evaluation  and  may  discharge  him  if  it  is 
determined  he  is  not  in  fact,  as  a result  of  mental  disorder,  a danger  to 
others,  or  to  himself,  or  gravely  disabled. 

At  some  time  during  this  72  hour  period  of  evaluation  and  treatment, 
the  Counselor  in  Mental  Health  must  submit  a report  to  the  Court  as  to  his 
status,  as  well  as  the  status  of  all  other  persons  admitted  to  the  Psychiatric 
Service. 

The  three  procedures  under  this  basic  type  are: 

A)  Emergency  treatment  and  evaluation  of  a mentally  disordered 
person  without  court  order, 

B)  Evaluation  of  a mentally  disordered  person  under  court  order,  and 

C)  Evaluation  and  treatment  of  a criminal  defendant  impaired  by 
chronic  alcoholism  under  a court  order. 

2)  1**  DAY  DETENTION  FOR  INTENSIVE  TREATMENT 

If,  during  the  72  hour  period,  the  doctor  determines  that  the  person 
requires  further  treatment  because  he  is,  as  a result  of  mental  disorder  or 
impairment  by  chronic  alcoholism,  a danger  to  others,  or  to  himself,  or  gravely 
disabled,  the  doctor  may  certify  him  for  Ur  days  additional  treatment,  if  he 
will  not  agree  to  accept  treatment  voluntarily.  Sec.  5250  W £■  I Code. 

In  that  event  the  Counselor  in  Mental  Health  will  f i le  a copy  of  this 
certification  with  the  Court  and  will  inform  the  person  of  his  right  to 
judicial  review  by  a writ  of  habeas  corpus  before  said  Court. 

He  will  submit  a report  to  the  Court  concerning  his  interview,  assist 
the  person  in  filing  his  petition  for  the  writ,  and  notify  the  Public 
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Defender  so  that  he  may  present  it  to  the  Court  at  the  next  hearing. 

There  are  two  procedures  under  this  basic  type: 

A)  A 14  day  intensive  treatment  for  the  mentally  disordered  or 
chronic  alcoholic  who  is  a danger  to  others  or  gravely  disabled 
and , 

B)  Also  an  additional  14  day  intensive  treatment  for  the  mentally 
disordered  or  chronic  alcoholic  whom  the  doctors  consider  to  be  a 
suicidal  risk. 

3)  °0  DAY  TREATMENT  FOR  IMMINENTLY  DANGEROUS  PERSONS, 

At  any  time  during  the  14  day  treatment  period  the  professional  person 
in  charge  of  the  intensive  care  facility  may  petition  the  Court  for  a hearing 
to  remand  a person  who  presents  an  imminent  threat  of  substantial  physical 
harm  to  others  to  a proper  facility  for  a further  period  of  intensive  care 
not  to  exceed  ?0  days.  Sec.  5300  W & I Code. 

This  treatment  may  be  either  in  the  custody  of  the  Department  of  Mental 
Hygiene  or  i n a facility  designated  by  the  County. 

The  Counselor  in  Mental  Health  will  file  the  petition  and  submit  his 
report  to  the  Court  together  with  the  evaluation  and  recommendation  of  the 
professional  person. 

If  the  person  remanded  is  not  released  on  or  before  30  days  thereafter, 
he  must  be  returned  to  this  Court  and  a new  petition  must  be  filed  by  the 
professional  person  in  charge  of  the  30  day  facility  stating  that  the  person 
still  presents  an  imminent  threat  of  substantial  harm  to  others.  In  the 
event  that  the  Court  determines  that  the  allegation-  of  the  professional 
person  in  charge  of  the  SO  day  facility  is  sufficient,  it  vill  order  the 
person  detained  an  additional  SO  days. 
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ll)  CONSERVATORSHIP  FOR  THE  GRAVELY  DISABLED 


In  the  alternative,  at  any  time  during  the  U:  day  intensive  treatment 
period,  the  professional  person  may  recommend  to  the  agency  providing 
conservatorship  investigation  that  a person  be  placed  in  the  care  of  a 
conservator  because  he  is  gravely  disabled  as  a result  of  mental  disorder 
or  chronic  alcoholism  and  is  unwilling  or  unable  to  accept  voluntary 
treatment.  Sec.  5350  W & I Code. 

If  the  conservator  investigator  concurs  with  the  recommendation  he 
will  petition  the  Court  pursuant  to  Probate  C >de  Section  175^  for 
conservatorship  to  be  established  and  also  shall  act  as  temporary  conservator 
so  that  there  will  be  no  lapse  in  the  continuity  of  the  treatment  for  the 
gravely  disabled.  The  temporary  conservatorship  will  continue  pending  a 
hearing  to  consider  the  appointment  of  a conservator  but  in  no  event  longer 
than  one  year.  The  appointment  of  a permanent  conservator  also  must  be 
reviewed  at  least  yearly. 

In  many  instances,  however,  the  treatment  may  be  completed  without  the 
necessity  of  appointing  anyone  other  than  the  temporary  conservator. 

A jury  trial  is  available  to  any  person  for  whom  a conservator  has  been 
appointed  as  well  as  any  person  who  has  been  remanded  to  a S0-day  facility. 

CONCLUSION 

A complete  and  thorough  study  of  this  act  makes  it  obvious  that,  if 
its  principles  are  adhered  to  by  both  the  medical  profession  and  the  courts, 
no  person  can  be  improperly  detained  in  a psychiatric  hospital. 

This  result  is  obtained  because  (i)  a person  can  be  detained  only 
after  the  recommendation  of  a physician  and  (2)  the  person  so  detained  has 
his  remedy  of  a protest  to  the  Court  if  he  does  not  wish  to  remain 
voluntari ly. 
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Tli is  remedy  is,  of  course,  worthless  unless  the  person  is  aware  of 
it  and  is  presented  with  the  opportunity  to  be  heard  by  the  Court. 

In  San  Francisco,  the  Superior  Court  has  appointed  a Counselor  in 
Mental  Health  to  follow  each  patient  through  all  steps  of  his  detention 
to  assure  him  that  the  Court  is  available  to  protect  all  of  his  civil  rights. 

It  receives  a report  from  its  Counselor  in  Mental  Health  at  each  stage 
including: 

1)  3efore  detention  during  the  pre-petition  filing, 

2)  Before  the  expiration  of  the  72  hour  evaluation  period  and, 

3)  Before  the  expiration  of  the  U:  cay  intensive  treatment  which 
might  result  in 

a)  SO  day  further  intensive  treatment  or 

b)  Conservatorship. 

This  is  a very  comprehensive  act  which  should  not  be  changed  in 
any  of  its  basic  principles. 

However,  the  Court  is  deeply  concerned  that  the  provisions  which 
assisted  a person  impaired  by  chronic  alcoholism  in  receiving  necessary 
treatment  has  been  amended  out  of  the  act. 

This  lack  is  only  in  the  pre-petition  stage  where  a chronic  alcoholic 
must  be  considered  to  be  also  mentally  disordered  before  he  can  be  brought 
for  medical  attention  either  with  or  without  a court  order. 

The  Court  is  hopeful  that  the  necessity  for  some  process  to  bring  the 
chronic  alcoholic  to  evaluation  and  treatment  is  apparent  to  the  Legislature 
and  that  some  measure  will  be  taken  to  remedy  this  before  the  act  becomes 
effective. 
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REPORT  OF  CHINATOUN  RECONNAISANCE  STUDY 


One  of  the  objectives  of  a multi-disciplinary  study 
of  the  Chinatown-North  Beach  area  of  the  Northeast  Mental 
Health  District  was  to  consolidate  and  summarize  much  of 
the  available  statistical  data  describing  this  community. 
Although  the  nbO  U.S.  Census  figures  are  those  used  and 
undoubtedly  there  have  been  changes  in  the  area  {see  llbl 
Report  of  S.F.  Municipal  Conference  In  Introductory  Sec- 
tion! since  those  figures  were  compiled!  nevertheless  they 
serve  as  a useful  base  from  which  services  can  be  pro- 
jected. 

In  the  series  of  tables  which  follow  three  areas 
have  been  Identified  for  the  purposes  of  this  analysis 
as  the  borders  of  Chinatown.  The  "core"  Chinatown  area 
consists  of  Census  Tracts  A-13i  A-14  and  A-1S  in  which 
the  llbD  Chinese  population  was  15+/'.  The  larger  "res- 
identialn area-i  in  which  the  Chinese  population  was 
50*  or  more  encompasses  Census  Tracts  A-5-i  A-t-i  A-7-i 
A-It  A-13-i  A-14-i  A-15  and  A-lb.  Lastly!  the  "expanded" 
Chinatown  area  includes  Census  Tracts  A-3  to  A-ll  and 
A-13  through  A-lb  in  which  the  population  was  30*  or 
more  Chinese.  The  expanded  area  Includes  a number  of 
tracts  in  which  there  was  a substantial  increase  in  the 
number  of  Chinese  households  between  1^50  and  ITbO  indic- 
ating a movement  to  those  tracts  then  which  is  probably 
continuing  now. 
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TABLE  1 


Number  and  Percent  of  Population  by  Race 


White 

Negro 

Other 

Total 

Number 

7. 

Number 

7. 

Number 

7. 

Number 

7. 

City 

604,403 

82 

74,383 

10 

61,530 

8 

740,316 

100 

Core  Area 

838 

9 

26 

.2 

8,465 

91 

9,329 

100 

Residential  Area 

9,198 

29 

380 

1 

21,661 

69 

31,239 

100 

Expanded  Area 

26,922 

49 

411 

1 

27,758 

50 

55,091 

100 

Source:  1960  U.  S.  Census 


TABLE  2 

Number  and  Percent  of  Families  by  Income 


Annual  Income  (1959) 


$0-3999 

$4000-5999 

$6000-7999 

$8000-9999 

$10,000 
& over 

Total 

Families 

City 

217. 

217. 

217. 

147. 

237. 

(100%) 

182,027 

Core  Area 

417. 

347. 

127. 

57. 

87. 

(1007.) 

1,613 

Residential  Area 

247. 

247. 

207. 

137. 

197. 

(1007.) 

4,291 

Expanded  Area 

247. 

247. 

187. 

137. 

217. 

(1007.) 

11,332 

Source:  1960  U.  S.  Census 


. 
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TABLE  1 


Number  and  Percent  of  Population  by  Race 


White 

Negro 

Other 

Total 

Number 

% 

Number 

7. 

Number 

7. 

Number 

7. 

City 

604,403 

82 

74,383 

10 

61,530 

8 

740,316 

100 

Core  Area 

838 

9 

26 

.2 

8,465 

91 

9,329 

100 

Residential  Area 

9,198 

29 

380 

1 

21,661 

69 

31,239 

100 

Expanded  Area 

26,922 

49 

411 

1 

27,758 

50 

55,091 

100 

Source:  1960  U.  S.  Census 


TABLE  2 

Number  and  Percent  of  Families  by  Income 


Annual  Income  (1959) 


$0-3999 

$4000-5999 

$6000-7999 

$8000-9999 

$10,000 
& over 

Total 

Families 

City 

217, 

21% 

21% 

14% 

23% 

(100%) 

182,027 

Core  Area 

41% 

34% 

12% 

5% 

8% 

(100%) 

1,613 

Residential  Area 

24% 

24% 

20% 

13% 

19% 

(100%) 

4,291 

Expanded  Area 

24% 

24% 

18% 

13% 

21% 

(100%) 

11,332 

Source:  1960  U.  S.  Census 
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TABLE  3 

Median  Education  of  Persona  25  or  More  Years  of  Age 


Years  of  School 

City 

Core  Area 

Residential 

Expanded 

Area 

0 

3% 

45% 

24% 

17% 

8 Yrs.  or  Less 

28% 

25% 

28% 

26% 

1-3  Yrs.  High  School 

18% 

8% 

11% 

12% 

4 Yrs.  High  School 

27% 

11% 

17% 

20% 

1-3  Yrs.  College 

13% 

6% 

11% 

13% 

4+  Yrs.  College 

11% 

5% 

9% 

12% 

Total  25  Yrs.  of  Age 

491,732  (100%) 

6,399  (100%) 

21,326  (100%) 

35,508  (100%) 

Median 

12  Yrs. 

1.7  Yrs. 

8.2  Yrs. 

9.7  Yrs. 

TABLE  4 

Average  Number  of  Persons  Per  Household* 


City 

2.4 

Core  Area 

2.1 

Residential  Area 

2.1 

Expanded  Area 

2.1 

* A Household  is  defined  as  those  persons 
living  in  a single  housing  unit.  Hence, 
a single  person  living  in  a hotel  room 
is  counted  as  a household. 
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TABLE  5 

Population  Density  Per  Net  and  Residential  Acre 


Net  Acreage 

Density  Per 
Net  Acreage 

Residential 

Acreage 

Density  Per 
Residential  Acreage 

City 

22,601 

32.8 

9,037 

81.9 

Core  Area 

40 

230.7 

10 

885.1* 

Residential  Area 

224 

147.4 

88 

355.5 

Expanded  Area 

428 

128.6 

225 

155.0 

Source:  1961-64  Land  Use  Survey,  San  Francisco  Department  of  City  Planning 

* This  figure  does  not  include  secondary  residential  uses,  which  partially 
accounts  for  the  extremely  high  density  in  the  CORE  area. 


TABLE  6 

Estimates  of  Chinese  Immigration*  to  San  Francisco,  1960-1966 


1960 

699 

1961 

612 

1962 

720 

1963 

1880 

1964 

1990 

1965 

3076 

1966 

-JJhfl.  iestl 

5601 

L 

Source:  Annual  Report,  U.  S.  Immigration 

and  Naturalization  Service,  1960-1966 

* Includes  both  immigrants  and  refugees. 


TABLE  7 


Employment  Characteristics  of  Males  and  Females 


MALES 

Civilian 
Labor  Force 

Employed 

Unemployed 

Percent 

Unemployed 

City 

211,765 

197,636 

14,129 

6.77. 

Core  Area 

3,275 

2,904 

371 

12.87. 

Residential  Area 

10,781 

9,767 

1,014 

9.47. 

Expanded  Area 

18,374 

16,915 

1,459 

7.97. 

Source:  1960  U.  S.  Census 


FEMALES 

Labor  Force 

Percent 

Unemployed 

Not  in 
Labor  Force 

Percent  Not 
in. Labor  Force 

City 

141,722 

57. 

161,730 

537. 

Core  Area 

1,624 

77. 

1,065 

407. 

Residential  Area 

5,717 

57. 

4,094 

427. 

Expanded  Area 

11,976 

57. 

8,805 

427. 

Source:  1960  U.  S.  Census 


TABLE  8 

Means  of  Transportation  to  Work 


~m 

Workers 

Car  or 
Carpool 

Railroad 

Bus 

Walk 

Other 

Work 
at  Home 

Not 

Reported 

City 

1007. 

397. 

07. 

377. 

117. 

17. 

57. 

77. 

Core  Area 

1007. 

107. 

07. 

307. 

527. 

17. 

47. 

47. 

Residential  Area 

1007. 

187. 

07. 

347. 

377. 

27. 

37. 

77. 

Expanded  Area 

1007. 

227. 

07. 

367. 

307. 

27. 

37. 

87. 

Source:  1960  U.  S.  Census 


. 
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TABLE  9 

Number  and  Percent  of  Housing  Units  by  Tenure 


Total 

Owner 

Occupied 

Percent 

Renter 

Occupied 

Percent 

Percent 

Other 

City 

310,559 

102,182 

337. 

189,793 

61% 

6% 

Core  Area 

4,988 

157 

37. 

4,296 

86% 

11% 

Residential  Area 

16,066 

1,253 

8% 

13,033 

81% 

11% 

Expanded  Area 

28,548 

2,690 

97. 

23,420 

82% 

9% 

Source:  1960  U.  S.  Census 


TABLE  10 

Number  and  Percent  of  Housing  Units  by  Condition 


Total 

7.  Sound 
with 
Plumb  ing 

7.  Sound 
less 

Plumbing 

Percent 

Deterior- 

ated 

Percent 

Dilapi- 

dated 

Percent 

Sub- 

standard 

City 

310,559 

81% 

97. 

87. 

27. 

19% 

Core  Area 

4,988 

337. 

40% 

157. 

12% 

67% 

Residential  Area 

16,066 

497. 

297. 

187. 

4% 

51% 

Expanded  Area 

28,543 

657. 

217. 

127. 

2% 

35% 

Source:  1960  U.  S.  Census 
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TABLE  11 

Percent  of  Housing  Units  by  Size 


Rooms /Unit 

City 

Core  Area 

Residential  Area 

Expanded  Area 

1 

147, 

50% 

40% 

26% 

2 

13% 

15% 

12% 

14% 

3 

16% 

17% 

10% 

21% 

4 

17% 

9% 

15% 

19% 

5 

22% 

5% 

9% 

12% 

6 

12% 

2% 

4% 

5% 

7 

4% 

1% 

1% 

1% 

8 

2% 

1% 

1% 

1% 

Median  No.  of  Rooms 

4.0 

1.5 

2.3 

2.9 

Source:  1960  U.  S.  Census 


TABLE  12 

Percent  of  Housing  Units  by  Bathroom  Facilities 
Bathrooms/Unit 


None  or  Shared 

One 

More  than  One 

City 

12% 

76% 

12% 

Core  Area 

60% 

39% 

1% 

Residential  Area 

46% 

51% 

3% 

Expanded  Area 

30% 

65% 

5% 
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Table  13 


Number  and  Percent  of  Housing  Units  by  Rent 


Gross  Rent 

City 

Core  Area 

Residential 

Area 

expanded 

Area 

$19  or  less 

3.8?, 

2h.6% 

lit. 6? 

9.5% 

20-39 

11.0 

27.8 

27.3 

18.5 

40-59 

18.8 

23.2 

19.1 

17.7 

60-79 

26.6 

12.lt 

19.9 

23.3 

80-99 

19.it 

7.9 

12.0 

16.2 

100-149 

15.9 

2.2 

it. 9 

9.5 

150  + 

it. 5 

1.9 

2.2 

5.3 

Total 

189,834  (100?) 

it  ,290  (100?) 

13,034  (100?) 

23,421  (100?) 

Median 

$73.00 

$39.00 

$45.00 

$63.00 

Source:  i960  U.S.  Census 


Table  lit 

Number  of  Persons  per  Room 


Average  wo.  or 
Persons /Room 

City 

Core  Area 

Residential 

Expanded 

0.50  or  less 

48.0? 

21.2? 

31.1? 

43.4? 

0.51  - 0.75 

19.7 

8.9 

11.9 

14.6 

0.76.-  1.00 

25.8 

53.3 

44.9 

33.4 

1.01  or  more 

6.5 

16.6 

12.1 

8.6 

Source:  i960  U.S.  Census 
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Table  15 

Percentage  Distribution  of  Net  Acreage  by  Use 


Land  Use 

mr 

'Core  Area 

Residential 

Expanded 

Residence 

ko.o% 

26.255 

39.2# 

52.5# 

Commerce 

6.6 

45.9 

33.1 

24.8 

Industry 

6.5 

6.9 

10.3 

6.6 

Utility 

4.2 

- 

0.1 

Institution 

1.9 

10.4 

3.1 

4.0 

Recreation 

14.6 

4.7 

2.7 

3.6 

Public 

16.1 

4.8 

4.4 

3.1 

Vacant 

10.1 

1.0 

7.1 

5.4 

Total  Net  Acreage 

22,601.5 

(100ft) 

4o. 5(100$) 

224.1(100#) 

429.0(100#) 

Source:  1961-1964  Land  Use  Survey,  San  Francisco  Department  of  City  Planning 


Table  l6 

Land  Ownership  in  the  Core  Chinatown  Area 


Ownership 

Percent 

Chinese  Individuals  or  Businesses 

40.9# 

Chinese  Associations 

25.1 

Non-Chinese 

20.8 

Parks  and  Playgrounds 

7.2 

Churches 

6.7 

City 

0.3 

Source:  1964  San  Francisco  Realty  Index 
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TENDERLOIN  AREA  SURVEY 


In  nbfl  the  Tenderloin  Committee  undertook 
a survey  of  the  area  of  San  Francisco  north  of 
Market  Street  locally  referred  to  as  the  Ten- 
derloin. For  the  purposes  of  this  survey-i  the 
Census  Tracts  A-lfi  through  A-23  were  identi- 
fied as  falling  within  this  area. 

The  desire  of  this  survey  was  to  present  a 
statistical  profile  of  the  living  and  health 
habits  of  the  residents  in  the  area  with  an 
emphasis  on  housing  patterns  as  well  as  on  the 
disease  rates.  The  figures  used  were  those  de- 
rived from  the  IRbO  U.S.  Census  unless  other — 


wise  noted. 


. 
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TENDERLOIN  AREA  SURVEY 

I960  CENSUS  FIGURES 


Total 

Population 

Educational 
Attainment 
(median  yrs . ) 

Median 

Income 

(Family) 

Juvenile 
Court  Cases 
(8-l8  yrs . ) 

Mobility 

(1958-60  moved  in) 
number  percent 

Total 

S.F. 

740,316 

12.0 

$6,717 

110,312 

37.8 

Tenderloin 

Census 

Tract  A- 18 

4,032 

12.6 

5,880 

50 

1,603 

49.3 

A- 19 

3,469 

12.2 

5,259 

37 

1,467 

53.7 

A- 20 

5,325 

12.1 

4,972 

48 

1,875 

47.1 

A-21 

6,065 

12.1 

5,017 

82 

2,625 

50.3 

A-22 

4,84l 

10.7 

4,522 

20 

2,540 

64.6 

A- 28 

4,887 

11.4 

4,699 

16 

2,099 

53.0 

Total 

28,619 

Average 

or  °lo 



$5,056 

ll4  per 
1,000 

54.3 

Labor 

Force 

Unemployed  Status 

Housing  Characteristics 

(l4  yrs. 

& older) 

(l4  yrs. 

& older) 

(Multiple  Dwelling) 

number 

percent 

number 

percent 

number 

percent 

Total 

S.F. 

ST1-.17E 

4. a* 

200,323 

64.5 

Tenderloin 

Census 

Tract 

A- 18 

2,944 

73.6 

62 

5-2 

3,566 

100.0 

A- 19 

2,439 

71.9 

127 

11.6 

2,904 

99.8 

A-20 

3,663 

70.4 

130 

6.8 

4,172 

99.6 

A-21 

3,687 

61.2 

240 

12.2 

6,179 

99.6 

A-22 

3,092 

65.9 

378 

18.1 

4,685 

100.0 

A-23 

2,987 

62,2 

231 

11.5 

4,312 

97.0 

Total 

Average 

or  °lo 

87-5 

10.9 

99.3 

Source:  ntO  US  Census 


Housing  Characteristics 
(Renter  Occupied) 
number  percent 

Gross 

Rent 

Not  Living  w/ 
Both  Parents 
number  percent* 

Welfare 

O.A.S. 

Welfare 

A.T.D. 

Total 

S.F. 

188,793  65.0 

$80 

13,000 

Tenderloin 
Census 
Tract  A-l8 

3,178  97.8 

78 

70  52 

92 

23 

A- 19 

2,696  98.7 

70 

86  54 

175 

39 

A-20 

8,884  97.7 

68 

169  42 

225 

45 

A- 21 

5,166  99.1 

65 

52  19 

373 

86 

A- 22 

3,918  99-6 

ft. 

185  39 

421 

151 

A-23 

8,882  98.1 

54 

117  58 

340 

97 

Total 

679 

3/66 

1,626 

3/66 

441 

Average  or  °lo 

98.5 

$66 

44 

* percent  under  l8  years 


Number 

of 

Families 

T.B.  Rates 
1963-4 

per  1D0D 

V.D . Rates 
1963-4 

per  1DDD 

Infant 

Mortality 

White 

a) 

Negro 

(number) 

Total 

S.F. 

□ .54 

ES-37 

81.6 

61,530 

Tenderloin 
Census 
Tract  A- 18 

458 

0.6 

9 

50 

97.2 

5 

A-19 

495 

0.6 

19 

44 

96.8 

9 

A-20 

913 

0.2 

12 

16 

97.5 

8 

A- 21 

689 

0.5 

15 

28 

98.0 

6 

A-22 

652 

1.4 

49 

37 

95.8 

59 

A-23 

790 

1.2 

22 

32 

96.8 

19 

Total 

3,797 

207 

106 

Average  or 

0.75 

21 

34.5 

95.8 

Population 
over  6-5  yrs. 
number  percent 

Fertility  Rate 
per  1000  females 

Total 

S.F. 

93,608 

12.6 

33b . 3b 

Tenderloin 

Census 

Tracts  A-l8 

944 

23.4 

18.56 

A- 19 

843 

24.3 

48.40 

A- 20 

1,259 

23.6 

60.17 

A-21 

2,044 

33.7 

25.66 

A-22 

1,088 

22.5 

103.08 

A- 23 

1,269 

26.0 

69.15 

Total 

Average 

or  io 

25.6 

54.17 

Marital  Status 
Males,  14  & older  ($>) 
single  married  divorced 

Marital  Status 
Females,  l4  & older 
single  married  divorced 

Total 

S.F. 

31.9 

58.2 

5.4 

22.7 

54.1 

7.3 

Tenderloin 

Census 

Tracts  A-l8 

45.7 

32.3 

13.8 

43.4 

18.0 

15.0 

A- 19 

46.1 

33-9 

14. 1 

35.2 

24.2 

15.2 

A-20 

37-0 

36.7 

17.1 

24.0 

33-3 

16.3 

A-21 

45.2 

26.0 

17.8 

30.9 

20.9 

15.5 

A-22 

43.8 

29.6 

17.3 

25.4 

38.7 

13.2 

A- 23 

46.8 

29.O 

15.3 

21.1 

37.7 

14.5 

Total 

Average 

or  i 

44.0 

31.2 

15.9 

30.0 

28.8 

14. 9 

I 
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SURVEY  OF  YOUTH  IN  THE  TENDERLOIN 


METHODOLOGY  OF  SURVEY 


PURPOSE 

Statistical  data  from  the  Census  publications  and  other  available 
sources  does  not  directly  focus  on  the  youth  population  in  the  Tenderloin. 
We  needed  to  know  the  number  of  youth  to  which  our  efforts  are  directed. 

With  this  purpose  in  mind  we  designed  a survey  to  provide  us  with  an 

estimated  count  of  the  youth  population. 

DESIGN 

In  order  to  count  every  youth  there  would  have  to  be  a house  to  bouse 

survey.  Since  most  lodging  in  this  area  is  in  the  form  of  hotels  or  apart- 

ments, it  would  be  extremely  difficult  to  get  an  accurate  count.  Because 
most  youth  spend  their  evenings  on  the  street  or  in  public  places  we 
chose  to  sample  an  observable  youth  population. 

Through  the  use  of  a simple  checklist"'’  we  were  able  to  determine  the 
following  information: 

1.  Number  of  males  and  females 

2.  Estimated  ages 

3.  Where  they  were  observed  --  on  the  street  or  in  a public  facility 

4.  If  there  were  observably  hustling. 


1.  See  Checklist  Form,  p.  39* 

2.  Hustling:  in  the  judgment  of  the  team,  to  be  actively  and  overtly 

offering  the  sexual  services  of  their  person  to  another  for  a fee. 


39. 


PROCEDURE 

In  the  late  evening  and  early  morning  hours  of  January  7,  8 and  13, 

1967,  teams  were  sent  to  specified  blocks  within  the  Tenderloin  area  of 
San  Francisco.  The  teams  were  composed  of  community  aides  from  Central 
City  Multi-Service  Center,  who  are  familiar  with  the  area,  and  students 
from  the  Urban  Life  Institute  of  the  University  of  San  Francisco. 

Each  team  was  to  circle  the  assigned  block  and  count  each  observable 
person  both  on  the  street  and  in  public  facilities.  Appropriate  information 
for  each  person  was  to  be  complied  numerically  on  the  checklist  form. 

The  sample  blocks  were  representative  of  the  entire  Tenderloin  area. 

A total  estimate  of  Tenderloin  activity  was  extrapolated  from  the  statistics 
collected  in  the  survey.  This  was  done  by  multiplying  the  survey  data  by 
ratio  of  the  blocks  surveyed  to  the  total  number  of  blocks  in  the  Tenderloin. 

The  Tenderloin  area  was  divided  into  two  sections  for.  purposes  of 
reporting  the  findings  because  Ellis  Street  is  the  informal  boundary  between 
blocks  with  most  and  least  of  the  "action". 


STREET  MAP  OF  THE  TENDERLOIN 
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Results  of  Survey  (continued) 


I.  Blocks  1-20 

Ratio:  10  of  20  blocks  surveyed 

totals  times  2 = estimates 


MALES 

street 

public  facility 

hustling 

TOTAL 

18  yrs.  & under 

l4 

18 

0 

32 

19  - 28  yrs. 

174 

152 

0 

326 

29  yrs.  & older 

152 

400 

0 

552 

TOTAL 

340 

570 

0 

910 

FEMALES 

street 

public  facility 

hustling 

TOTAL 

18  yrs.  & under 

0 

18 

0 

18 

19  - 28  yrs. 

98 

156 

8 

262 

29  yrs.  & older 

158 

144 

0 

302 

TOTAL 

256 

318 

8 

582 

A.  The  total  number  of  persons  observed  was  1,492.  Of  this  number 
638  persons  were  youth  representing  42$>  of  the  total. 

B.  Of  the  male  population  39 1°  were  youth,  with  8.9$  of  the  male  youth 
18  years  and  under. 

C.  Of  the  female  population  48$>  were  youth,  with  4.7 % l8  years  and 
under.  Of  these,  2.8 % were  observed  hustling. 


Results  of  Survey  (continued) 


II.  Blocks  21  - 34 

Ratio:  MALES  — 5 of  l4  blocks  surveyed 

totals  times  2.8  = estimates 
FEMALES  --  6 of  l4  blocks  surveyed 

totals  times  2.3  = estimates 


MALES 

street 

public  facility 

hustling 

TOTAL 

18  yrs . & under 

92 

50 

62 

204 

19  - 28  yrs. 

465 

655 

143 

1,263 

29  yrs.  & older 

361 

871 

8 

1,240 

TOTAL 

918 

1,576 

213 

2,707 

FEMALES 

street 

public  facility 

hustling 

TOTAL 

18  yrs.  & under 

76 

4l 

51 

168 

19  - 28  yrs. 

382 

538 

117 

1,037 

29  yrs.  & older 

297 

485 

7 

789 

TOTAL 

755 

1,064 

175 

1.994 

A.  The  total  number  of  persons  observed  was  4701.  Of  this  number 
2,672  persons  were  youth  representing  almost  57$  of  the  total. 

B.  Of  the  male  population  54$  were  youth,  with  13*9$  eighteen  years 
and  under.  Almost  l4$  of  the  male  youth  population  were  observably 
hustling  — representing  205  persons.  Male  youth  18  years  and  under 
represented  30$  (62  persons)  of  the  population  which  was  observably 
hustling.  Of  those  l8  years  and  under,  almost  one  out  of  every  three 
males  (30$)  were  hustling. 

C.  Of  the  female  population  60$  were  youth  with  13*9$  eighteen  years 
and  -under.  Almost  14$  of  the  female  youth  population  were  observably 
hustling  — representing  l68  persons.  Female  youth  18  years  and 
under  represented  30$  (51  persons)  of  the  population  which  was 
observably  hustling.  Of  the  18  years  and  under  population  almost 
one  out  of  every  three  females  (30$)  were  hustling. 
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WITHDRAWAL  FROM  NARCOTICS  AND  SYNTHETIC  AGENTS 
Since  the  inception  of  the  Drug  Abuse  Screening  Unit  in  1966,  a variety  of  methods 
have  been  used  to  withdraw  patients  addicted  to  narcotics.  It  is  useful  to  sum- 
marize the  techniques  found  to  bo  the  most  successful  to  date. 

A careful  history  should  bo  taken  in  order  to  ascertain  if  the  degree  of  addiction 

is  such  that  it  will  result  in  withdrawal  symptoms.  Physical  addiction  con  occur 

within  a period  of  1 to  2 weeks.  It  is  often  difficult  to  determine  the  severity 

of  the  addiction  and  the  expected  withdrawal  symptoms  since  most  narcotics  are  cut 

(diluted)  to  a considerable  and  variable  degree  (e.g.  heroin  is  currently  cut  1:30) . 

Observation  of  the  patient  during  the  first  24  hours  of  hospitalization  is  most 

important  for  determination  of  amount  of  replacement  medication  to  be  administered. 

(1) 

Within  a period  of  4 to  36  hours  after  the  last  dose  of  the  addictive  drug,  the 
patient  will  begin  to  exhibit  one  or  more  of  the  following  symptoms:  itching  and 

runny  nose,  tearing,  "goose  flesh",  nausea  and  vomiting,  subjective  complaints  of 
muscular  aches  and  chills.  There  always  exists  the  danger  of  overlooking  a true 
medical  condition  in  those  patients.  The  addict's  infantile,  manipulative  be- 
havior should  be  looked  upon  as  part  of  his  psychopathology.  However,  one  should 
exercise  caution  when  discounting  repeated  requests  for  medication  and  complaints 
of  pain  on  this  basis.  Since  the  addict  has  virtually  no  pain  or  frustration  tol- 
erance, he  will  mask  any  pain  resulting  from  true  pathology  with  larger  and  larger 
doses  of  drugs.  Hence  the  condition  may  go  unnoticed  until  the  onset  of  withdrawal. 
Methadone  (Dolophine) , a long  acting  synthetic  narcotic,  is  the  drug  to  bo  used 
for  withdrawal  of  patients  from  all  narcotics.  The  duration  of  action  of  methadone 
is  12  hourss  however,  it  must  be  remembered  that  24  hours  is  required  to  build  up 
a blood  level  sufficient  to  alleviate  withdrawal  symptoms.  Methadone  is  available 
in  5 and  10  mg.  tabs,  and  also  in  elixir  form. 

Upon  admission,  the  addict  nay  be  given  5 mg.  of  methadone  prior  to  his  showing 
objective  signs  of  withdrawal,  provided  that  he  is  not  'loaded',  bearing  in  mind 
that  24  hours  is  required  to  build  an  effoctive  blood  level.  The  patient  should 


. 


, . • 

■ . ' 

. 

- 

. 

lo  oo 1 ■:  ..  o 


- 

i •-  •'  -O 


.1  ' • : 

' 


' 

r n;  ...  ‘ 


be  continually  observed  and  methadone  administered  as  necessary  in  5 and  10  mg. 
dot-Cfc  up  to  40  mg.  in  the  first  24  hours,  noting  that  the  first  24  hours  begins 
with  the  patient's  first  dose  of  methadone. 

The  total  amount  needed  in  the  first  24  hours  reflects  the  severity  of  the  addiction 
and  is  then  used  as  a basis  for  calculating  the  subsequent  withdrawal  schedule. 

Withdrawal  schedules  are  set  up  in  the  following  manners 

Day  1:  This  is  that  24  hour  period  beginning  with  the  patient's  first  dose  of 

methadone  administered  PRN  as  described  above. 

Schedule  days  may  or  may  not  correspond  to  hospital  days  depending  on  whether  the 
patient  is  put  on  schedule  in  the  morning  or  the  evening. 

Day  2s  Total  amount  of  methadone  administered  during  the  first  24  hour  period  is 
divided  in  half  and  given  at  12  hour  intervals. 

Day  3 s Methadone  is  reduced  by  10  mg.  in  a 24  hour  period. 

Day  4s  Methadone  again  reduced  by  10  ng.  in  24  hours. 

Day  5s  If  required  would  be  the  same  as  Day  3 and  4.  Length  of  withdrawal  is 
determined  by  the  primary  amount  given  and  averages  between  3 and  5 days. 

Sxarnlo  A:  Patient  who  is  put  on  schedule  in  the  evening,  after  having  received 

JJ  i:.~,  _f  methadone  during  Day  1.  The  schedule  day  does  not  correspond  with  the 


hospital  day. 
HOSPITAL  DAY 

2 

1 

k 

£ 

6 

7 

8 

A.M. 

15 

10 

5 

0 

0 

0 

P.M. 

15 

10 

5 

0 

0 

0 

0 

Example  Bs  Pati> 

3nt  who 

is  put  on 

schedule  in 

the  morning; 

, after 

having 

received 

30  mg.  of  methadone  during  Day  1. 
HOSPITAL  DAY  2 3 

k 

£ 

6 

7 

A.M. 

15 

10 

5 

0 

0 

0 

P.M. 

15 

10 

5 

0 

0 

0 

It  may  be  necessary  to  hasten  withdrawal,  and  this  may  be  done  by  reducing  the 
amount  of  methadone  by  5 mg.  every  12  hours  after  Day  2 (second  24  hour  period) . 
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Example:  Patient  who  is  put  on  schedule  in  the  evening,  after  having  received 


mg.  of'  methadone  during  Day  1. 


HOSPITAL  DAY 

2 

3 

4 

5 

6 

7 

A.M. 

15 

5 

0 

0 

0 

P.M. 

15 

10 

0 

0 

0 

0 

A prolonged  period  of  withdrawal  may  be  necessary  when  certain  medical  conditions 
exist,  such  as  turberculosis,  hepatitis,  intestinal  obstruction,  cardiac  conditions 
and  other  debilitating  diseases.  Methadone  may  then  be  reduced  by  5 ng.  every  36 
to  41  hours  depending  on  the  severity  of  the  medical  condition  of  the  patient. 

This  determination  should  be  made  by  the  attending  physician  in  conjunction  with 
Drug  Abuse  personnel. 

Example:  Patient  with  cardiac  insufficiency  who  is  put  on  schedule  in  the  morning 

after  receiving  20  mg.  of  methadone  on  Day  1.  It  is  determined  that  medication 
can  be  reduced  5mg.  every  36  hours. 


HOSPITAL  DAY 

2 

3 

4 

1 

6 

7 

A.M. 

10 

10 

5 

0 

0 

0 

P.M. 

10 

5 

5 

0 

0 

0 

Patient  should  be  kept  in  the  hospital  at  least  3 days  following  withdrawal,  as 
methadone  is  cumulative  and  requires  a minimum  of  3 days  to  be  excreted  from  the 
body. 

Some  Hotes  on  the  Use  of  Methadone 

Methadone  should  not  be  used  for  pain  associated  with  medical  or  surgical  pro- 
blem . because  of  its  long-acting  quality  and  the  time  required  to  build  an  ef- 
fective blood  level. 

One  should  remember  that  methadone  is  a synthetic  narcotic  and  therefore  addictive. 
In  the  event  of  methadone  addiction,  withdrawal  symptoms  do  not  occur  for  72  hours 
following  the  last  dose  of  the  medication  and  may  persist  for  10  days. 

Sedative  and  Tranquilizer  Supplements 


Patients  should  receive  Chloral  Hydrate  ap  to  1500  ng.  for  h.s.  sedation  for  the 
first  5 nights  of  their  hospitalization.  The  first  dose  of  500  ng.  should  bo 
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given  at  bedtime,  even  if  the  patient  has  not  retired,  with  a repeat  x2  if  neces- 
sary after  he  has  retired.  It  should  be  renenberod  that  addicts  have  sleeping 
patterns  that  differ  markedly  from  those  of  most  patients.  Narcotics  or  barbitu- 
rates should  not  be  used  for  h.s.  medication. 

Methadone  can  be  supplemented  by  sedatives  and/or  tranquilizers  given  on  a 4 to 
6 hour  basis  to  reduce  tension  and  anxiety.  This  is  especially  important  during 
the  first  24  hours  of  hospitalization,  and  following  the  completion  of  the  metha- 
done withdrawal  schedule  when  the  patient’s  anxiety  is  often  at  a peak.  Librium, 
Valium,  Thorazine,  and  Vistaril  have  proved  most  useful.  These  drugs  have  a po- 
tentiating effect  when  combined  with  methadone  and  nay  therefore  reduce  the  total 
amount  of  methadone  needed  for  withdrawal.  Vistaril  and  the  pbenothiazines  are 
especially  helpful  because  of  their  anti emetic  effect.  If  theso  are  contraindi- 
cated because  of  allergy,  vomiting,  liver  damage,  pregnancy,  etc.,  Tigan  supposi- 
tories, Benadryl  or  Dmanine  nay  be  given. 

Parenteral  Medications 

Drug  addicts  often  develope  a pathological  affinity  for  the  act  of  injecting  or 
being  injected.  As  a consequence,  no  parenteral  medications  are  to  bo  given  unless 
the  addict  is  vomiting  and  is  unable  to  retain  oral  medication.  If  he  is  vomiting, 
suppositories  may  be  given  if  available.  However,  if  diarrhea  is  a concomitant 
condition,  parenteral  medications  may  be  necessary. 

The  Pregnant  Narcotic  Addict; 

Narcotic  withdrawal  can  be  a life  and  death  natter  for  the  fetus,  not  the  mother. 

If  it  is  determined  by  the  obstetrician  that  the  pregnant  patient  is  too  far  along 
in  the  third  trimester  of  pregnancy  to  safely  withdraw  her  (so  as  not  to  endanger 
the  life  of  the  fetus) , then  she  is  maintained  in  the  hospital  on  minimal  amounts 
of  methadone  until  delivery.  However,  this  is  a rare  occurrence,  as  pregnant  ad- 
dicts usually  deliver  prematurely.  If  the  infant  is  born  addicted,  and  does  not 
succumb  to  the  respiratory  depressant  effects  of  the  narcotics,  it  may  take  up  to 


5 weeks  to  withdraw  the  infant, 
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WITHDRAWAL  FROM  BARBITURATES  AMD  OTHER  SEDATIVES  (Doriden,  Libriun,  etc.) 

(1,2) 

The  following  is  a compilation  of  material  from  two  papers  and  from  the 
author 1 s own  exp  er i enc  e . 

Repeated  chronic  intoxication  with  barbiturates  produces  addiction  and  true  physi- 
cal dependence,  and  abrupt  withdrawal  of  the  drug  from  a dependent  individual  can 
produce  severe  and  dangerous  symptoms.  The  abstinence  syndrome  varies  considerably, 
depending  upon  the  duration  and  magnitude  of  barbiturate  use.  Some  patients  ex- 
perience only  weakness  and  anxiety,  whereas  others  exhibit  hallucinations,  dcliriun 
and  convulsions.  After  approximately  15  hours  of  abstinence,  the  withdrawal  symp- 
toms begin  to  develope  and  increase  in  magnitude,  reaching  a peak  between  30  and 
40  hours.  The  progression  of  these  withdrawal  symptoms  involves  anxiety,  muscle 
tremors,  nausea  and  occasional  delirium  with  marked  alteration  of  perception. 
Uncontrollable  muscle  twitches  often  herald  the  onset  of  grandnal  seizures.  The 
number  of  seizures  varies  from  a single  convulsion  tc  status  epilepticus,  with  an 
occasional  fatality.  Seizure  usually  occurs  from  15  to  72  hours  after  the  barbitu- 
rates have  been  abruptly  withdrawn.  A dosage  of  2,500  mg.  per  day  of  barbiturates 

is  usually  necessary  to  produce  seizures,  although  this  varies  greatly  with  the 

(2) 

individual . 

Although  the  patient’s  history  is  helpful  in  indicating  the  degree  of  drug  use, 
it  may  be  prudent  to  test  for  this  objectively,  as  these  patients  tend  to  be  un- 
reliable historians. 

Evaluation  by  Test  Dose 

An  IM  challenge  dose  of  200  mg.  of  pentobarbital  (Nembutal)  or  seobarbital 
(Seconal)  is  given  and  the  patient  observed  over  the  next  hour.  If  he  is  put  to 
sleep  by  this  dose,  his  previous  intake  has  been  so  small  that  no  withdrawal  pro- 
gram is  necessary.  If,  however,  after  20  to  60  minutes,  he  fails  to  show  the 
usual  toxic  effects  (nystagmus,  ataxia,  and  slurred  speech) , another  100  mg.  should 
be  administered  orally.  This  latter  proecdure  should  be  repeated  every  hour  until 
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?or  Examples  24 . hour  dosage  = 150  mg.  pherioharbital  to  he  reduced  by  30  mg.  pex-  day 


HOSPITAL  DAY 

1 

2 

3 

4 

5 

6 

7 

8 

6 a.m. 

30 

30 

30 

30 

15 

15 

0 

0 

12  Noon 

30 

30 

15 

15 

0 

0 

0 

6 p.m. 

30 

30 

30 

15 

15 

0 

0 

0 

12  md 

45 

45 

45 

30 

15 

15 

*15 

0 

^Safegijard  dose 
4.  During  the 

entix  e 

course 

of  withdrawal  the  patient 

is  observed  car 

“efully, 

the  progression  of  symptoms  of  barbiturate  withdrawal  is  gradual,  from  anxiety  to 
ir emu lousne s s to  delirium  to  convulsion,  the  patient  can  be  readily  observed  and  if 
he  becones  too  anxious,  then  additional  phanobarbital  on  a PEN  basis  can  be  given. 
If  the  patient  has  not  given  a reliable  history,  he  may  become  intoxicated  to  the 
point  of  sleeping  through  a scheduled  dose  of  barbiturates.  If  this  occurs,  that 
dose  should  be  omitted. 

Dilantin  is  not  used  in  our  technique  of  barbiturate  withdrawal  and  other  psycho- 
active drugs  are  kept  at  a minimum  during  the  withdrawal  period.  Barbiturate  and 
sedative  addicts,  during  the  withdrawal  phase  of  their  treatment  receive  neither 
sleeping  sedatives  or  tranquilizers.  If  the  latter  were  used,  subjective  symptoms 
and  possible  toxic  reactions  from  the  phenobarbital  might  bo  masked  or  potentiated. 

It  is  important  to  note  that  physical  dependence  to  other  sedatives  such  as  glute- 

thinide  (Doriden)  or  meprobamate  (Mil town)  can  be  treated  in  a similar  manner.  The 

cross-tolerance  which  exists  between  sedatives  allows  one  to  use  the  phenobarbital 

(2) 

substitution  technique  for  non-barbiturate  sedative  dependence. 


1.  .Arnold,  William  H.,  M.D.  "Techniques  of  Withdrawal  of  Opiates  and  Eorbituratas- 
Sedatives."  Unpublished  paper  1961 

2.  Smith,  David  E. „ M.D. , et  al.  "New  Developments  in  Barbiturate  Abuse."  Unpub- 
lished. paper  19b8 
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